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antacid maintenance 
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PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
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most common symptoms of smooth muscle spasm 
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and spasm of the sphincter of Oddi. 
Roback and Beal? found that 


orally was an “inhibitor of spontaneous and his- 
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tamine-stimulated gastric secretion” which “‘re- 
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motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal's? series “Side effects were 
almost entirely absent in single doses of 30 or 
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Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
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PANEL DISCUSSION ON ESOPHAGEAL VARICES* 


IRVING B. BRICK, M.D 
EDDY D. PALMER, Lt. Col., M.C 
CHARLES A. HUFNAGEL, M.D 
and 
EDWARD J. JAHNKE, Jr., Maj., M« 


Washington, D. C 


Dr. Brick:—About three years ago Dr. Palmer and | began an investigation 
primarily by means of esophagoscopy, of all pati uts with cirrhosis who entered 
several hospitals with which we were associated, including the Walter Reed 
Army Hospital and the V.A. Hospital here in Washington. In this study, routine 
esophagoscopy was done in each and every cirrhotic proved by biopsy, whether 
or not the patient had bleeding. It was our feeling that in this manner a good 
many patients who had not bled from varices with cirrhosis would be discovered 
to have varices. 


The reason that we were particularly interested in the problem of esophageal 
varices is and was that it now constitutes the main cause of death from gastroin 
testinal hemorrhage. Obviously, the major cause for entrance into the hospital for 
bleeding is peptic ulcer, primarily duodenal ulcer, and we found that the main 
cause of death was bleeding from the esophageal varices 


We are going to show more on the diagnosis of esophageal varices, subse 
quently, by Dr. Palmer, but these tables will give a bird's-eye view into the 
problem as we found it, and to the various points that we found 


The management of bleeding peptic ulcer, because of the combined medical 
and surgical forces, usual in a hospital, is such that deaths from peptic ulcer 
are far less than they are from varices. Table I shows the results of a study in a 
moderate-sized hospital. 


*Presented before the First Annual Convention of the American College of Gastroenter 
ology, Washington, D. C., 25, 26, 27 October 1954 
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In the five-year period there were 18 deaths from esophageal varices due to 
cirrhosis, whereas in the same time there were only six deaths from bleeding 
from peptic ulcer, both duodenal and gastric. It is interesting to note that three 
times more deaths occurred from esophageal varices bleeding than from peptic 
ulcer bleeding. The statistics have been verified in a much larger study from 
Cook County Hospital, Chicago, where in a study of 600 such deaths it was 
found that esophageal varices proved the largest in the cause of death. 


TABLE I 


Deatrus Dur TO GASTROINTESTINAL HEMORRHAGE 


Tot. Aut. Cirr. Var Dv. 
1947 137 | 2 
1948 108 
1949 111 
1950 134 
1951 186 
676 


At the Cleveland City Hospital, Simeone reported 77 per cent fatalities 
in 68 cases of bleeding varices. Table II shows the results of the first 238 cases 
of cirrhosis that were examined. The series is somewhat larger at this time. 
You will note, however, that in the 238 cases in this table, varices were found 
in more than half, 161. You will note, too, that there were 87 cases in which 
varices were found without a history of hemorrhage. This is an important 


TABLE II 
INCIDENCE OF ESOPHAGEAL VARICES 
DETERMINED ESOPHAGOSCOPICALLY IN CASES OF CIRRHOSIS 
Cases 


Esophageal Varices and Hemorrhage ....... 


Esophageal Varices with no Hemorrhage ... 87 


group in this problem, and will be discussed later, as to the management of 
the patient who has esophageal varices but has had no hemorrhage. 


Table III briefly shows in the first 147 cases the unsatisfactory status of 


x-ray examination, You will note that by esophagoscopy in this first small group, 


92 patients were diagnosed as having varices, whereas by x-ray only 19 patients 
had a positive diagnosis. This topic will also be discussed somewhat further. 


Table IV reveals an attempt to correlate some of the physical findings 
with patients having cirrhosis, and it is broken down into patients with varices 
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and patients without varices. You will note that the only notable difference 
appears to be in the finding of spiders. It has been our impression that when a 
patient with cirrhosis has vascular spiders, the chances of his having varices 
to increased. 


seem be 


With this introduction of the problem, | am going to now ask Dr. Palmer 
to discuss particularly diagnosis, and anything else that comes into his mind 


TABLE III 
COMPARISON OF X-RAY AND ENDOSCOPY (147 Cases ) 
X-ray 
Esophagoscopy 
Varices No Varices 
Varices (92) 19 73 
No Varices (55) 0 55 


Dr. Palmer:—In our experience esophagoscopic examination is very much 
more effective than radiologic examination in the detection of varices. We have 
found that in only about 20 per cent of those who have varices seen by 
esophagoscopy, does the radiologist find signs that permit him to make the 
diagnosis. 


Of course, when one makes a statement such as this he is not damning 
radiologic technic or the role the radiologist plays in the study of the patient 
with varices. This is especially true, of course, if there has been hemorrhage 


TABLE 


ESOPHAGOSCOPIC AND CLINICAL FINDINGS 


IN 229 CASES OF 


CIRRHOSIS 


Varices Varices 
Esophagoscopy present ibsent 
No. patients 154 75 
Hepatomegaly 116 (75.3% 68 (90.6%) 
Ascites 17 16 (21.3%) 
Spiders 91 (59.0%) 23 (30.6%) 
Splenomegaly 52 (33.7% 18 (24.0%) 


from the gastrointestinal tract, because cirrhotics may have bleeding lesions 
other than varices. As we all know, there seems to be a statistically significant 


increase in the incidence of peptic ulcer in the cirrhotic patient 


The responsibility of the clinician, in the face of massive hemorrhage from 
a known cirrhotic, is first, to refrain from automatically assuming that varices 
are at fault, and to recall that this patient, more than the next, is likely to have 
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a peptic ulcer. Also he should be aware of the fact that erosive gastritis is an 
extremely common cause of hemorrhage in the patient who happens to have 


esophageal varices also. 


I think that we have to recognize that, as with so many other phases of 
medicine, technical progress in the surgical attack on varices has far outstripped 
understanding of the pathophysiology of portal hypertension and varices. | 
bring this up because we have been so discouraged in trying to predict ahead 
of time the presence or absence of esophageal varices after making a physical 
examination. We have found no correlation, or practically none, between the 
presence of varices and the findings upon pbysical examination. 


In most parts of the country a diagnosis of esophageal varices is based 
upon the physical examination plus the appearances on x-ray examination, and 
yet the experience in Washington is that neither approach gives valid informa- 
tion. We have found no correlation between the presence of varices and the 
size of the liver, the presence of ascites, splenomegaly, or prominent abdominal 
venous pattern. The only correlation we have been able to make, and a very 
interesting one, is one between the presence of spiders and varices. This is 
particularly interesting because, of the physical findings, the presence of spiders 
appears to be the one least directly associated with the level of the portal venous 


pressure. 


Dr. Brick:—What Dr. Palmer has pointed out emphasizes something that 
we have come to realize in the routine study of the cirrhotic, and that is that 
before a cirrhotic bleeds, if you happen to see him at that stage of the game, 
it is well to do an upper gastrointestinal series. That is true in all of these 
patients, and we also believe that all of these patients should be at least 
esophagoscoped, and preferably have esophagoscopy and gastroscopy, because 
of the apparent increase in the appearance of upper gastrointestinal lesions in 
cirrhotics, and particularly in the cirrhotic who has portal hypertension 


This problem therefore seems to divide itself into two phases; the patient 
who has varices and has no hemorrhage; and the patient who comes into the 


hospital bleeding 


I wonder if Dr. Hufnagel will tell us about the approach to the acute 
problem of bleeding in the patient who has a definite diagnosis of esophageal 


varices. 


Dr. Hufnagel:—It is worthwhile to recall that the massive hemorrhage from 
esophageal varices has implications beyond those of actual blood loss. It_ is 


not infrequent for us to see a patient who is admitted after an exsanguinating 


type of hemorrhage who has immediate blood replacement and cessation of 


bleeding, by one of the methods we will mention, who regains normal pulse, 


blood pressure, and hemoglobin, but who goes into a coma and succumbs with 


. 
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no further blood loss within the next 28 or 48 hours, after he is once seen in 
the hospital. 


This tendency of the liver to be massively damaged by either the hypoxia 
of acute hemorrhage or the sequellae thereof, certainly is something which we 
must not forget in the consideration of the overall treatment of the patient, 
and particularly in relation to prevention of the first episode of bleeding, which 
may be in itself fatal in a high percentage of cases. 


Probably the simplest and the most useful method for the control of acute 
esophageal bleeding is the use of the Sengstaken-Blakemore type tube, a double- 
balloon tube—which allows one to aspirate the stomach contents, while tampon- 
ading the stomach and esophagus. It is again well worthwhile to know 
there are many variants of this type of tamponade, and one can obtain, under 
most circumstances, very reproducible and good results. One of the important 
things is that the gastric balloon of the tube be filled quite full, and if one 
inflates it with 500 to 600 c.c. of air and puts a moderate amount of traction on it, 
actually most bleeding will be controlled by this without any inflation of the 
esophageal balloon at all. Obviously, it is through a communication between 
the portal system in the abdomen and the esophageal veins which come 
through the esophagus itself or the cardia of the stomach, or the esophageal 
tissues that pressure in this area by good firm tamponade can reduce the tension 
in the esophageal varices. If the prothrombin time of the patient is within 
relatively normal limits, and blood clotting factors are not abnormal, one can 
obtain cessation of bleeding often by this method alone. The inflation of the 
esophageal balloon gives one an indication of cessation of bleeding. If it is not 
immediately effective, then blood is regurgitated. 


A gastric balloon, first inflated and pulled up and followed by packing of 
the esophagus has been used by some for the clotting of varices. It is cumbersome 
but sometimes useful in the patient who is comatose and acutely ill and in whom 
it may be difficult to pass the Blakemore-type tube. The small tube may be 
passed fairly regularly, under esophagoscopy, if necessary. 


The use of acute ligation procedures for the control of bleeding has been 
rarely necessary in our experience, and | think that Dr. Jahnke has something 
to say about that. We would prefer, in most instances, if we can bring the 
hemoglobin levels to relatively near normal, control bleeding abnormalities, 
and then do an emergency shunt procedure. 


Dr. Brick:—Before Dr. Jahnke takes over, I should like to say one thing 
about the acute bleeder. With the management that has been outlined by Dr. 
Hufnagel, generally that suffices. Unfortunately, however, we do encounter 
situations in which that procedure does not suffice, and the patient keeps bleed- 
ing. Dr. Palmer has had some experience with the use of injections of esophageal 
varices during the acute phase. Will you tell us something about that, and also 
something about the efficacy of that method? 
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Dr. Palmer:—It has been our habit to be mighty cautious about accepting 
varices as the source of bleeding when the average cirrhotic comes in with 
hemorrhage, as I have said. It has therefore been our usual procedure to carry 
out esophagoscopy, gastroscopy, and roentgen study immediately after the 
patient has been admitted to the hospital, as soon as the blood has been started, 


and so forth. 


This has given us a chance to use sclerosing treatment for bleeding 
varices, and I think that it is fair to say that sclerosis of the actively hemorrhaging 
varix has a little bit to add to the efficacy of the Blakemore tube. As Dr. Huf- 
nagel has said, we must rely on pneumatic tamponade, and certainly sclerosing 
is no substitute. 


If we can find the point of the varix that is actually bleeding, and this is 
possible during hemorrhage much more often than you might think, we put a 
needle into the lumen of the varix on the other side of the bleeding point. We 
take the opportunity to measure the portal pressure for later reference, feeling 
that knowledge of the level of the portal pressure will be of help to the surgeon 
later on. With the needle still in the varix, we inject sodium morrhuate. 
We use 3 c.c. in the bleeding varix, pick up two others in the neighborhood and 
inject 3 c.c. into each of these. Before this is carried out, the Sengstaken tube 
is put in place and the gastric balloon blown up. I think it would be quite 
a mistake and perhaps not very useful to inject sclerosing solution if one did 
not have the instruments for tamponade immediately available. As soon as 
the injections have been made, we place tension on the gastric balloon and blow 
up the esophageal balloon, and hope that that increases the possibility of 
varix sclerosis. 


As you all know, sclerosing therapy of esophageal varices was begun back 
in 1939, in Scandinavia, but it was rather quickly abandoned because it was 
not possible for the pathologist to prove that sclerosis was actually being ac- 
complished. Possibly by the addition of tamponade we can encourage sclerosis 
and help prevent the possibility of immediate recurrence of hemorrhage. 


You have to remember, of course, that whenever you sclerose a varix, you 
are adding to the burden on the portal bed and increasing portal hypertension. 
This can never be considered good definitive therapy. 


Dr. Brick:—This brings us to the point of discussing the most definitive 
therapy we have at the present time. Obviously, this, too, is not the ultimate 
answer to the problem, in our opinion; however, in our hands, and in the hands 
of many others, it does seem that the surgical technics for decompression have a 
great deal to offer. There is no dispute about patients who have varices and 
who have bled, as to the efficacy of and the necessity for such surgery. 


Dr. Jahnke, will now discuss this particular aspect of the problem and, be- 
fore he goes into the surgical procedure and technic, I should like him also 
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to tell us when, after a bleeding episode, is he willing to undertake this type of 
surgery. By “when” I mean what condition does he want the patient to be in, 
particularly, because that does seem to be an important fact in the minds of 
many. 


Dr. Jahnke:—When considering the application of the shunt operations in 
the definitive treatment of portal hypertension, there are four important ques- 
tions which must be answered in each case. 


First, what type of shunt will be most effective in the individual patient? 
Second, what operative mortality can be anticipated? 


Third, what alterations in liver function will occur during and after the 
operation? 


Fourth—and probably of greatest importance to the patient—just how 
effective is the portal decompression: 


There have been numerous operations devised for the relief of portal 
hypertension. The only ones that have withstood the test of successful clinical 
application have been the portacaval shunt and the splenorenal shunt. Of 
these, we prefer the direct portacaval shunt since we believe this particular 
operation will produce the greatest degree of portal decompression. 


Clinically it is often difficult to differentiate an intrahepatic from an extra- 
hepatic portal obstruction. Since the surgical approach to each differs, it is 
essential to have an accurate visualization of the portal vascular system prior 
to operation if a useless procedure is to be avoided. This data can be obtained 
by the routine utilization of the technic of percutaneous portal venography. 
A #18 gauge spinal needle is inserted into the spleen through the left lateral 
chest wall. Approximately 30 c.c. of contrast material are rapidly injected and 
a roentgenogram of the upper abdomen is taken just at the completion of the 
injection. Examination of the picture obtained will indicate the site of block 
in the portal system and will also indicate the largest portal tributary, be it 
splenic, superior mesenteric or portal vein, that can be utilized in the shunting 
procedure. It will also indicate any severe degree of angulation that may occur 
by the utilization of any of the aforementioned vessels. On the basis of the 
splenogram, the following types of shunts have been established: portacaval, 
splenorenal, splenocaval and superior mesenteric-caval. In each instance, the 
procedure performed represented the largest venous bypass possible. 


This brings one to the second question which must be answered; namely, 
what mortality rate can be anticipated? The patients prognosis once bleeding 
has occurred is most grave. Approximately 50 per cent will succumb to their 
first episode of hematemesis and as high as 70 per cent will be dead within 
one year. Thus an operative mortality rate of less than 20 per cent has been 
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considered tolerable. We have found that even this need not be anticipated if 
certain precautions are taken. With the avoidance of anticoagulant therapy, 
hepatic failure represents the major cause of death. Liver function surveys were 
performed daily during the pre- and postoperative periods and revealed two 
factors which were significant in substantially lowering both the morbidity and 
mortality rates. Intensive medical therapy should be initiated and operations 
should be delayed until the hepatic surveys indicate stabilization of the liver. 
The degree of abnormality is of little significance as long as the level of func- 
tion is the maximum possible and remains constant. 


The second important factor has been the routine use of intravenous 
chlortetracycline during the postoperative period. It should be given in daily 
doses of one gram until the liver function has returned to the preoperative level 
or has become stabilized at some other level. The important point to remember 
is stabilization. Surgery is delayed until it occurs and similarly chlortetracycline 
is administered until it returns. 


By adhering to these dictums we have lowered our mortality rate to 6.6 
per cent. On this basis, we have also extended the scope of the operative pro- 
cedure and now recommend it as a prophylactic measure for patients who have 
portal hypertension and esophageal varices who have yet to experience their 
first, but possibly fatal, hemorrhage. 


The third question that requires a satisfactory answer before one can 
safely recommend the shunt operations is, what alterations in liver function can 
be anticipated following operation. Serial liver function studies performed daily 
during the postoperative period have revealed a direct correlation between the 
degree of operative and anesthetic trauma to which the patient is subjected 
and the degree and extent of early post shunt hepatic dysfunction. An operative 
procedure which takes two hours to perform will result in mild hepatic altera- 
tions which will return to normal in two or three days. To extend the operating 
time to six hours will result in marked changes in liver function which may take 
three weeks or more to return to the preoperative level. Graded but similar 
changes occur in the times between two and six hours. Similar curves have been 
observed depending upon whether intravenous chlortetracycline was or was 
not given during the postoperative period. Greater alterations occurred in those 
patients who did not receive the antibiotic. 


Interval liver function surveys have been performed up to two years after 
operation. In the majority of patients we have found no deterioration in the 
hepatic function beyond that which could be normally anticipated in the cir- 
rhotic individual. In fact, many patients have shown slight improvement, 
especially in the total protein, serum albumin and A/G ratio determinations. 
In contradistinction to the experimental work in which portal bypass caused 
marked deterioration in the liver, this has not been observed in the clinical 
patient. 


Brick et al—Panel Discussion on Esophageal Varices 513 


The answer to the fourth question, how effective is the portal decom- 
pression, forcefully demonstrates the true value of the shunt operation. Several 
tests have proved to be extremely valuable in arriving at this conclusion. The 
first test is the rectum to lung ether circulation time. Two or 3 c.c. of ether 
are vaporized to 200 c.c. and are injected rapidly into the upper rectum through 
an inlying rectal tube. The time from injection till recognition on the breath is 
measured and has been found to be proportionate to the portal pressure. The 
upper limit of normal in the adult male is 25 seconds. It is slightly less in the 
adult female. In our cases, the preoperative portal circulation times have 
ranged between 26 and 68 seconds. During the early and late post shunt period 
these times have been within normal limits, the range being 11 to 26 seconds. 
This was objective evidence as to the function of the venous bypass. 


The second test used was the actual manometric measurement of portal 
pressure change at the operating table. The upper limit of normal is con- 
sidered to be 120 mm. of saline. In all patients the preshunt pressures varied be- 
tween 250 and 560 mm. of saline. Following decompression, the average drop 
in pressure was over 200 mm. of saline. In every instance, the final pressure 
reading was below 300 mm. of saline. This is the level, below which, postopera- 
tive esophageal bleeding is considered unlikely. 


The third test was esophagoscopic examination of the varices with direct 
varix pressure measurements when possible. Following decompression the 
varices disappeared in 65 per cent of patients. In 20 per cent they were collapsed 
and no pressure readings could be obtained. In the remaining 15 per cent varices 
were seen, however, they were smaller than those noted before operation and 
were under considerably less pressure as determined by direct measurement. 
During the late follow-up, a composite graph of the three previously described 
tests showed good correlation with each other and gave definite evidence as 
to the patency of the shunt. In several patients who had splenorenal shunts 
performed and who had subsequent episodes of hematemesis, closure of the 
anastomosis could be determined by the tests. There was an increase in the 
portal circulation time, and increase in the direct varix pressure measurement 
and an increase in the size of the varices. In patients with adequately func- 
tioning portacaval shunt, these determinations remained unchanged for periods 
of months and years depending on the length of follow-up. 


The final test for determination of shunt patency was to repeat the percuta- 
neous splenogram. If the bypass was functioning the dye could be followed 
through the portal vein, through the shunt and into the inferior vena cava in the 
direction of the heart. This test could be utilized only in those patients who had 
no previous splenectomy. 


Of greatest interest to the patient and of greatest clinical significance to 


the physician was the fact that only four patients had any evidence of bleeding 
following operation, an incidence of 7.5 per cent. In each case the hemorrhage 
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was minor. Two of the patients have since gone over 2 years without further 
recurrence. An even more graphic demonstration is possible. During the pre- 
operative period, the 53 patients required 178,750 c.c. of whole blood to combat 
their numerous episodes of bleeding. Postoperatively, the same group of 
patients required only 2,500 c.c. of whole blood. 


In conclusion, the effect of the shunt operation has been studied in 53 
patients who had portal hypertension and esophageal varices. The results ob- 
tained in this group would seem to indicate that the procedure is of definite 
value once hemorrhage has occurred. It also demonstrates that the operation 
might safely be recommended in those patients with portal hypertension and 
associated varices who have yet to experience their first, but possibly fatal, 


episode of bleeding. 


Dr. Brick:—It is a rather dramatic statement such as this that indicates 
to all of us the efficacy, by and large, of portal decompression in this group. 
Our experience has certainly been along the line that after the portal decom- 
pression, the episodes of bleeding, if they do occur, are modified, and in many 
cases it has been indeed dramatic to see, esophagoscopically, the varices disap- 
pear. After all, that is the crux of the matter: does the operation cause a dimi- 
nution in the size of the varices? Case after case has shown that. 


I wonder if Dr. Hufnagel has anything to say on the subject of surgery, 
and also I want him to say a few words on the use of portal decompression in 
the emergency case, that is, doing a portacaval shunt or splenorenal shunt in 
the patient actively bleeding, and in whom the methods we have talked about, 
pneumatic tamponade, and possibly injection of the varices, have not been 
successful in stopping the flow of blood from the varices. 


Dr. Hufnagel:—Dr. Jahnke has, I think, given you a very excellent sum- 
mary of the status of the shunting procedures. We have felt very strongly that 
shunting procedures offer the best type of operative intervention for the relief 
of portal hypertension, and we will employ them electively over any of the 
other procedures which have been suggested from time to time. 


As you know, there are vogues in all things. Medical vogues appear from 
time to time for the use of procedures in which the splenic artery and the 
hepatic artery, etc., are ligated, in preference to doing some shunting operation. 
The theories behind this are somewhat at variance, and we employ them only 
in unusual circumstances. 


The other type of procedure, which is sometimes of real help, is the use 
of resection of the upper third of the stomach, and the lower third, to half of 
the esophagus. This, I think, should be reserved primarily for patients in whom 
shunting operations have, for one reason or another, failed, and this occasionally 
does happen, under the best of circumstances. 
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I assume you are all familiar with the fact that resection of the esophagus 
and the stomach leaves one with a situation which is far from idea] in terms 
of the living conditions of the patient. We certainly try in all cases to avoid 
that type of esophagogastrectomy procedure, but it surely can be extremely 
helpful in the massive bleeder who is not controllable by other shunting pro- 
cedures. 


I think that Dr. Brick’s question about the emergency use of shunting opera- 
tions has been answered to some degree by what Dr. Jahnke said earlier in his 
comment, but I think it is important to point out that one does not enter upon 
such an emergency type of shunting operation without some degree of prepa- 
ration. The situation usually arises somewhat in this fashion. The bleeding 
can be stopped with the Blakemore tube, but as soon as one removes the 
tube, in a short period the bleeding recurs. Under those circumstances the 
patient often is in good general condition—he has been under observation 
and control, so he does not have a great hemoglobin depletion. In that case 
I would elect to control the bleeding and go ahead and do the shunt as an 
elective procedure rather than doing anything else, but I think it is fool- 
hardy to attempt to do any shunting procedure of a major type in a patient 
whose general status is highly unsatisfactory. 


There is one thing which we must do in all types of surgery at this time, 
and that is really adequately prepare the patient properly whether it be 
for elective or emergency procedure. The overall mortality from the shunting 
operation, in patients who have been selected well and handled well pre- 
operatively, has greatly decreased, and shunting is a procedure that can be 
used as an elective where the patient has not bled. 


We have been extremely fortunate. We have not lost any patient who was 
operated on prior to his first bleeding episode, and I think that this indicates, 
too, that the safety of the procedure in in a large degree related directly to the 
way the patient is prepared and the status of the patient prior to operation. 


Dr. Brick:—In this study we have been distressed by the incidence of 
patients who die from their first hemorrhage. We will have these patients in 
the hospital and we will have the work-up in progress. In some cases it is 
decided not to do anything because they have not bled and then, out of a 
clear sky, actually, and literally under our very eyes, they have their first 
hemorrhage and die. This problem has made us well aware of the fact that 
sometimes we are doing routine esophagoscopies in these patients and discover 
varices before bleeding. We have had to face the problem of what to do about 
the patient who has varices and who has not bled. I would like an opinion on 
this from Dr. Palmer at this time. 

Dr. Palmer:—We feel very strongly here in Washington—and I think we 
are all in agreement on the point—that one should not let the patient prove 
that he is able to bleed once in order to meet the criteria for this type of surgery. 
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Of the patients that we have been able to study, who have been shown 
by direct examination actually to be bleeding from varices, 50 per cent have 
died during their first hemorrhage, and approximately 50 per cent, again, with 
the second hemorrhage, and third hemorrhage, etc. 


We have taken a lot of stock in the statistics of Dr. Patek and others as 
to the probability of hemorrhage in the cirrhotic patient. We realize that hospital 
experience may be misleading when it comes to estimating the danger of 
hemorrhage in the cirrhotic patient with varices. We see patients when they 
bleed and not so often when they don’t. Nevertheless, our experience agrees with 
that which has been recorded in the literature from several centers. In general 
the chances of hemorrhage are so great and each hemorrhage is so dangerous 
that no further argument is needed for going ahead with surgical portal decom- 
pression as soon as varices are discovered. 

Of course, anyone who recommends or carries out surgical portal decom- 
pression is assuming several serious responsibilities, not the least of which 
stems from the fact that we know very little of the natural history of portal 
hypertension and varices. In about 10 per cent of the patients we have studied, 
varices have disappeared spontaneously and apparently permanently. We don't 
know why. We are caught in the dilemma of recommending a dangerous sur- 
gical procedure in a desperately ill patient, whose varices might disappear 
spontaneously as time goes on. We need more information to guide us in our 
approach toward varices, but for the moment, we think we are right in assuming 
a radical attitude in regard to surgical therapy. 


Dr. Brick:—Another factor is the very definite fact, in my opinion, that 
when you see a patient with cirrhosis who bleeds, and you transfuse him, and 
the bleeding stops, it is more harmful than just the bleeding. When you start 
studying the mortality figures of deaths from bleeding varices, in many cases 
you don’t take into consideration the fact that these patients may recover from 
bleeding only to go into coma; only to have ascites or other signs of decom- 
pensation in the days and weeks that follow. This has been impressed upon 
us quite emphatically in the patients that we have observed. 


They do very badly when they bleed, and having seen these patients die in 
their first hemorrhage, we feel that this group of doctors, at least, ought to 
consider the future program for the cirrhotic with varices who has not bled, and 
also consider portal decompression. 


We have now done approximately 30 such cases. It is also true, and I am 
sure the surgeons will agree that most of the patients with cirrhosis and varices, 
who have not bled, are, by and large, in better condition than are the patients 
who have bled. 

I want to ask Dr. Hufnagel a further question. Where do these portal decom- 
pression procedures fail? What is the mechanism by which it happens, so that 
their varices don’t disappear? I would like you to state your ideas on that. 
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Dr. Hufnagel:—These are really fairly simple. Possibly the shunt which is 
established is small because of anatomical reasons which may be present. The 
end-to-side shunt should, under most circumstances, be a highly effective one. 
One has to be extremely careful about the positioning of the splenic vein. In 
the postcaval shunt, one has to be careful about the size of the incision, but 
we rarely get a failure in an end-to-side portacaval shunt. If it does fail, it is 
again probably due to angulation of the vessel caused by excessive trauma at 
the time the operation was carried out, or due to perhaps some disease of the 
wall of the portal vein which was a problem at the beginning. 


All of these things, most of which are of a technical nature, are reasons 
for failure of shunts. When one does a side-to-side shunt, this type of anasto- 
mosis tends to fail unless one does particular things such as excising parts of 
the walls of both vessels involved, and being careful to make a very adequate 
anastomosis. 


Dr. Brick:—We have discussed primarily the patient with cirrhosis who has 
varices. It is true that in our series of cases as well as in other series of cases, 
there is a smaller group in which cirrhosis is not the problem. | wonder if 
Dr. Jahnke would discuss that particular group of patients where cirrhosis is 
not the problem causing portal hypertension. 


Dr. Jahnke:—We are a little unhappy when we find a patient with an 
extrahepatic block because the results of treatment, namely the splenorenal 
shunt, have been far from satisfactory. In this regard, however, the percutaneous 
portal splenogram has been of value. It has the advantage of demonstrating 
all the large venous channels associated with the portal circulation. The best 
one of these can then be chosen for use in the shunting procedure. In one 
patient in whom a splenorenal shunt would have been the procedure employed, 
the splenogram revealed a circulatory configuration which would make a 
splenocaval shunt technically more satisfactory and with much less angulation 
of the involved vessels. The splenic vein was mobilized, rotated behind the root 
of the mesentery and anastomosed, end-to-side, into the inferior vena cava. 
The result was most satisfactory. 


In other instances the splenogram has revealed a large superior mesenteric 
vein which would allow a shunt of greater area than using the splenic vein. 
In these instances a side-to-side anastomosis was performed. Again, the results 
have been quite satisfactory. 


In the main, the results of splenorenal shunt for extrahepatic portal blocks 
have been so poor that we make a determined effort in all cases to find a more 
satisfactory vessel to use in establishing the venous shunt. 


Dr. Brick:—It is our experience that when the patients have varices secon- 
dary to something other than cirrhosis, the prognosis is much better. Will Dr. 
Palmer discuss this very definite group, without definite cirrhosis, which we 
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have encountered, because in each of the cases done in this particular series, 
liver biopsy has been performed, and we are occasionally faced with the prob- 
lem of the biopsy not showing cirrhosis and definite varices being present. 


Dr. Palmer:—I suppose the world over the commonest cause for esophageal 
varices is schistosomiasis. Second on the list is cirrhosis, and third, extrahepatic 
portal block. 


There are other causes of portal hypertension, and these are of extreme 
interest to all physicians. First of all, in the second half of pregnancy we fre- 
quently find esophageal varices, and these may be rather extensive in distribu- 
tion. We have examined several cases by esophagoscopy, and in some the varices 
have been very large. We have seen no pregnant woman in whom the varices 
have bled. Surely the explanation for portal hypertension in pregnancy must be 
some sort of mechanical infringement on the portal system, secondary to the 
enlarging uterus. 


Another interesting group has been patients with heart failure. In one 
half of the patients with chronic heart failure, whom we have examined, there 
have been varices. 


Might I interject an explanation here and say that we don’t go around 
esophagoscoping pregnant women and people with heart failure, to find out 
what is down in their esophagi. We have been called upon to make examinations 
in cases of foreign body, in cases of obstructed deglutition, stricture, etc., and 
we have been surprised to find a high incidence of varices, especially when we 
weren't particularly on the lookout for them. 


To get back to heart failure, a very interesting facet of the picture in the 
patient with heart failure is that, unlike other situations, the varices are largest 
in, and at times are limited to, the middle third of the esophagus. We have no 
explanation for this, anatomically. 


We have seen severe hemorrhage from varices in patients with heart 
failure. Emergency therapy of such patients is a very difficult problem. In the 
group of cardiac patients with varices which I refer to, liver biopsy has shown 
chronic passive congestion, some portal infiltration, and a degree of portal 
fibrosis, but no perilobular fibrosis. So we were not dealing with actual cirrhosis. 


Perhaps the most significant group of all for us to keep our eyes on are 
patients with acute infectious hepatitis. We have been surprised and excited 
to find that, when it has been necessary to esophagoscope patients with acute 
infectious hepatitis, in about half there were varices. We have gone through 
the centuries in medicine assuming that esophageal varices are passive shunting 
devices which require a long time to enlarge in response to an increase in portal 
pressure. But, although we have found the varices in acute hepatitis to be 
small, we have found them early in the course of the disease. 
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Dr. Brick:—Dr. Palmer has touched on the fact that possibly some doctors 
will criticize the widespread use of esophagoscopy in various types of patients, 
such as pregnant women, hepatitis, and congestive heart failure. Occasionally 
this group becomes symptomatic and requires esophagoscopy of necessity. In 
our experience, with the semi-flexible esophagoscope, in many hundreds of 
cases, there have not been any instances, even when varices have been present, 
which resulted in any bleeding. This is a question that is frequently asked: what 
is the danger of bleeding in esophagoscopy if varices are present, and in our 
hands, this combined group of these patients do not seem to have had any 
difficulty, even in many patients when we have had to push the scope out of 
the way of the varices to see them. We have seen no bleeding. 


An interesting thing in some few of the cases of esophageal varices, has 
been the presence of dysphagia. We have had several cases in which that has 
been primary, and when you see an almost complete obliteration of the lumen, 
you wonder why we don’t get dysphagia as a symptom more frequently in the 
presence of esophageal varices. 


I think, unless any other member of the panel has some other comment 
to make on this subject, we would be willing, Mr. Chairman, to entertain any 
questions that the group here might have. 


QUESTIONS AND ANSWERS 


Dr. Charles C. Teresi (Rochester, N. Y.):—Have there been any culture 
studies and studies on material by liver biopsy to show the existence of bac- 
teriological matter? 


Dr. Brick:—Dr. Sborov, in his series at Walter Reed did do that very 
thing. They did take liver biopsies and culture them aerobically and otherwise, 
and it is my impression that the results of such bacteriological study were rather 
negative. Is that correct Dr. Jahnke? 


Dr. Jahnke:—We tried initially to determine the possible site of action of 
intravenous aureomycin in the patients with portal hypertension. It was based 
on previous studies which showed that, in patients with bacterial endocarditis, 
the concentration of bacteria was greater in the portal vein than in the hepatic 
vein. This suggested that the liver might act as a filter. Biopsies of the liver were 
taken at laparotomy in over 50 patients, many of whom had liver disease. Both 
aerobic and anaerobic cultures were performed. In only two instances was any 
growth observed. One was an Aerobacter aerogenes and the other a fungus. 
On the whole, the results were negative. 


Dr. C. Wilmer Wirts (Philadelphia, Pa.) :—I will take the opportunity at this 
moment to interject that we likewise have performed bacteriological study on 
liver biopsies in thirty cases, and found two positive cultures. We did not feel 
this significant; one was probably a contaminant. 
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Dr. Edward Levy (New York, N. Y.):—In the case of hepatic ligations do 
you do those culture studies? 


Dr. Jahnke:—No, sir. 


Dr. Brick:—Our experience with hepatic ligation has been so discouraging 
in the few cases that we have had the opportunity to observe, that, in the first 
place, we never did advocate it, and never have done it. Some of the surgeons 
who did, soon turned their patients over to us, and most of them died. Of the 
three at Georgetown, two died, and at Walter Reed it has been minimal, but 
I think it has been as discouraging an experience as ours. 


Dr. Jahnke:—That is right. 
Dr. Brick:—We didn’t do bacteriological studies in those patients, though. 


Dr. Donald W. Mitchell (Washington, D. C.):—With the use of the inflat- 
able tubes is there any criteria about the length of time they should be left in? 
I know of three cases of necrosis of the esophagus, and one of rupture, from 
the use of these tubes over a period of time. 


Dr. Palmer:—That is a very important point, Dr. Mitchell. We have made 
it a practice.to leave balloons in place only for three days. We have been in the 
habit of deflating the balloons with the tubes still in place for a few hours, 
just to be sure we won't have to put them back immediately. So far it would 
appear that three days is a fairly safe period for retention of the balloons, even 
when considerable pressure is being exerted on the esophagus, and I think 
there would not be much point in increasing the sojourn of the balloons so far 
as preventing hemorrhage is concerned. 


Dr. Brick:—We have not been impressed by the inflation of the esophageal 
balloon and, as Dr. Hufnagel pointed out, we think more important is the 
pressure of the balloon that goes in the stomach, plus the actual putting of 
pressure through a traction apparatus. 


I agree that two to three days is the maximum we dare keep the balloons 
in place, and I think you will find that the patients who have had necrosis and, 
as you point out, perforation, probably have had their balloons in longer. Have 
you any information on that? How long did they have them in? 


Dr. Mitchell:—Two of them, in one hospital, had them in for seven days, 
and the one that had the rupture was actually ruptured from too energetic 
pumping of the esophageal portion of the balloon. 


Dr. Wirts:—Which type of balloon was used? 
Dr. Mitchell:—The Blakemore. 


Dr. Wirts:—Dr. Palmer, which type of balloon do you prefer? 


— 
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Dr. Palmer:—We think the Sengstaken modification of the balloon is the 
best. 


Dr. Donovan C. Browne (New Orleans, La.):—I would like to have your 
evaluation of the hepatic vein and venule catheterization for determination of 
portal hypertension in differentiating extrahepatic and intrahepatic blocks, 
comparing it with splenic injections for direct portal bed visualization. 


Dr. Brick:—We personally have had no experience with that at Georgetown. 
Dr. Palmer:—We have had it just experimentally. 
Dr. Brick:—Do you have an answer to Dr. Browne’s very interesting question? 


Dr. Palmer:—I suppose, from what I have read of the other two methods, all 
three give rather valid results, Dr. Browne. I know you will say so if you don't 
agree. I am just basing my answer on what I have re ad. The proper answer would 
depend then on which procedure is safest, quickest and easiest on the patient. 
I would think that a measurement of pressure within the esophageal varices 
would be quickest, and I also think it would be safest. I don’t know how un- 
comfortable the other two methods might be. 


| 


SURGICAL TREATMENT OF PORTAL HYPERTENSION® 


CHARLES A. HUFNAGEL, M.D.+ 
Washington, D. C. 


The problems of chronic portal hypertension essentially resolve themselves 
into those of bleeding and chronic intractable wasting ascites. The development 
of esophageal varices is a part of the natural development of collateral channels 
to circumvent the area of portal obstruction. Portal obstruction may occur either 
as intrahepatic obstruction, such as in cirrhosis, or less commonly as extrahepatic 
block due to thrombosis of the portal vein with or without cavernous transforma- 
tion of this channel. It is interesting to note that some patients who have serious 
block due either to intra- or extrahepatic obstruction may develop other natural 
channels for communication between the portal and systemic venous systems. 
The other natural shunts may vary in size from those which are of very small 
caliber to channels which may be one-half to three-quarters of an inch in 
diameter. The larger channels frequently run from the porta hepatis to reach 
systemic circulation by way of the anterior abdominal wall. Patients with such 
large shunts frequently do not manifest evidence of bleeding from the esophageal 
varices or hemorrhoidal veins which represent another of the primary collateral 
channels until something occurs which obstructs this naturally occurring shunt. 


When intrinsic liver disease is present from a process such as cirrhosis or 
posthepatic liver fibrosis and regeneration, the problem of ascites in the chronic 
process is usually controllable by medical management. It is only in the extreme 
cases in which this result is not obtainable. Thus bleeding from esophageal 
varices is one of the major serious complications of portal hypertension. 

Bleeding from esophageal varices is not only dangerous from the point of 
view of actual blood loss which in itself may be fatal, if not controlled, but 
hemorrhage may be the precipitating cause of liver failure due to a greatly 
reduced total oxygen carrying ability and liver anoxia superimposed on the 
already damaged liver. In addition, the large amount of blood which may be 
broken down in the gastrointestinal tract may produce sufficient retention of 
metabolites to be also fatal. Thus, it is quite apparent that serious esophageal 
bleeding presents major problems in addition to blood loss per se. The percentage 
of patients who die in the initial episode of massive esophageal bleeding is 
rather high, approximately 25 per cent. These «ve individuals primarily who 
have bled massively prior to entry into the hospita! and in whom coma ensues 
shortly after admission, or in whom the bleeding :* of such severity that the 
patient is exsanguinated on admission, or in whom superimposed liver failure 
rapidly ensues. 


“*Read by title before the First Annual Convention of the American College of Gastro- 
enterology, Washington, D.C., 25, 26, 27 October 1954. 
tGeorgetown University Medical Center, Washington, D.C. 
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It is also noteworthy that once esophageal bleeding has occurred it almost 
always recurs, and usually the episodes recur with gradually increasing frequency 
and severity. These facts make it highly desirable to ascertain the presence or 
absence of esophageal varices in all patients who have suspected portal vein 
obstruction of intra- or extrahepatic origin. For, as will be pointed out later 
in the discussion, under certain conditions it is desirable to institute treatment 
prior to the first episode of bleeding. The surgical treatment of portal hyper- 
tension resolves itself to two phases: first, that of the treatment of the acute 
bleeding episode in which primary efforts are devoted to the control of hemor- 
rhage and to the elimination of blood from the gastrointestinal tract. In addition 
to control of this bleeding in the acute phase, the treatment of liver failure is 
mandatory. 


It should be remembered in the control of acute bleeding that while the 
varices which produce bleeding are most often located in the lower portion 
of the esophagus, it is not unusual for very large veins to be present in the body 
as well as in the cardia of the stomach. The use of a large balloon in the stomach 
helps to control bleeding from this source. In addition, if the bleeding is from 
the esophageal area, the traction on the gastric balloon tends to compress the 
vessels in communication with the high pressure portal area, thus reducing the 
pressure in the esophageal varices, to permit clotting and cessation of bleeding. 


In all cases of bleeding from the esophagus it is of extreme importance to 
have an immediate determination of the prothrombin time. The bleeding 
tendency may be greatly exaggerated by a lowered prothrombin time. This should 
be corrected by the usual measures, using Vitamin K oxide intravenously and 
transfusion. We are concerned here primarily with the surgical aspects of this 
treatment once the diagnosis of bleeding from esophageal varices is made; it is 
our policy to employ the Blakemore-Sengstaken tube which has been most helpful 
in the majority of cases. Prior to the insertion of the tube the balloon should he 
calibrated in the terms of the volume of air which is necessary to distend the 
balloons to a given size. The tube is then passed into the stomach and the gastric 
balloon inflated. We believe that it is quite helpful if the gastric balloon is 
distended with 300 to 500 c.c. of air. This gives a large balloon which when 
traction is added to the nasal end of the tube, gives a large bearing surface at 
the cardia of the stomach. A considerable number of cases can be controlled 
merely by traction on the gastric balloon, which if inflated with a large amount 
of air, will not pull out of the stomach. The esophageal balloon is then inflated 
and connected to a manometer, maintaining pressures of 40 to 50 mm. of 
mercury. The aneroid type of manometer is satisfactory for this purpose. When 
the pressure is considered adequate the tube is clamped and the balloon is left 
in place. The use of a rubber block or direct traction can then be applied in cases 
in which the simple application of the tube is not adequate. It has been our 
general experience that the use of the tube will stop bleeding immediately in 
the vast majority of cases. The gastric suction is then applied and one can 
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readily ascertain whether or not bleeding is occurring by inspection of the 
return of the gastric tube. In some patients who are irrational and semicomatose, 
it is very difficult to pass the large Blakemore-Sengstaken tube. In such patients 
a similar type of tube can be constructed which may be passed directly through 
the esophagoscope. Another method which has been employed by others and 
ourselves is to pass an Abbott-Rawsen tube into the stomach after the addition 
of a balloon over the proximal openings of the tube. The balloon is then inflated 
inside the stomach and traction is applied. The esophagoscope is then inserted 
into the esophagus, the esophagus is packed with gelfoam. This is a much more 
complicated procedure and is not as effective, in general, as the use of the 
Blakemore tube. If bleeding occurs on deflation of the esophageal balloon it is 
sometimes helpful to allow the patient to swallow small amounts of buffered 
thrombin and re-inflate the balloon. This promotes clotting of the eroded varix 
and by using one or a combination of these methods almost all acute bleeding 
can be controlled. 


If these measures all fail, one must make the decision as to whether an 
immediate shunting operation is feasible and compatible with the patient's con- 
dition, or whether direct intervention upon the esophageal varices is more 
desirable. Direct obliteration of the esophageal varices may be accomplished 
by exposing the lower portion of the esophagus in the chest, opening the 
esophagus longitudinally and plicating the esophageal varices with longitudinal 
stitches. This closure of the esophagus is then carried out with or without pack- 
ing of the periesophageal area. This type of therapy is, in general, useful only 
in the acute phase and one must elect at a later stage to do a shunt. If the 
patient's condition is reasonably satisfactory and the bleeding is recurrent or 
cannot be controlled, a shunt should be considered seriously and carried out 
as an emergency procedure. In all instances adequate blood replacement is of 
vital importance, and in no case should operation be carried out until the 
patient has had adequate blood replacement therapy. A situation which most 
often confronts one is that acute bleeding can be controlled readily with the 
tube, but each time the balloon is deflated or the tube is removed, the bleeding 
recurs in an extremely short interval. In such instances the patient's general 
condition has usually been maintained well by replacement therapy during the 
bleeding episode, and in the interval in which bleeding has been stopped by 
the use of the balloon, the hematocrit and other blood values have been restored 
to relatively normal levels. In such instances we have found it extremely useful 
to proceed with the immediate shunting operation when it has been demon- 
strated that bleeding has recurred. 


Many forms of direct operative intervention have been advocated for the 
control of portal hypertension. It should be remembered that these have as their 
primary object the prevention of bleeding from the esophageal varices, and in 
some cases the control of wasting ascites which cannot be controlled by ade- 
quate medical management. Portal hypertension can be controlled most readily 
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through the use of adequate deviation of blood from the portal system into the 
systemic system. When interhepatic block is present the most direct and con- 
trollable method of deviation of blood is obtained through the use of a shunt 
between the portal vein and the vena cava, or through a shunt between the 
splenic and the left renal veins. We have advocated primarily the use of a 
direct portacaval anastomosis. This gives one a direct opportunity to establish 
the size of shunt which appears to be most desirable. The juxtaposition of the 
portal vein to the vena cava usually makes such a procedure possible without 
excessive angulation of either of the two veins involved. Either an end-to-side or 
a side-to-side shunt may be utilized. The end-to-side anastomosis tends to have 
certain advantages which make many surgeons prefer it. It is simpler to do 
and it can be done in certain patients in whom the distance between the portal 
vein and the inferior vena cava is such as to make impossible the establishment 
of a direct side-to-side anastomosis. 


In addition to the shunting type of procedures which have been described, 
there has also been introduced the procedure of arterial ligation for the cor- 
rection of portal hypertension. In general, this consists of ligation of the hepatic 
artery proximal or distal to the gastroduodenal branch, and/or concomitant 
ligation of the splenic and left gastric arteries. Another type of procedure which 
has been used is the direct attack on the periesophageal venous communications 
with section and/or packing to produce fibrosis and interruption of the collateral 
pathways. In addition to these measures there has also been advocated resection 
of the upper third of the stomach and the lower third of the esophagus with 
esophagogastrostomy. These latter two groups do not directly correct the 
portal hypertension, but have as their major aim the interruption of the com- 
munication between the portal and systemic systems. In addition, high subtotal 
esophagogastric resection with the concomitant vagotomy tends to reduce the 
acid regurgitation which may be a factor in the production of esophageal 
bleeding. 


In the intrahepatic blocks which result in portal hypertension, the major 
causes are Laennec’s cirrhosis, biliary cirrhosis, posthepatitic cirrhosis and more 
rarely the Cruveilhier-Baumgarten syndrome. In these types of disease it is 
important to recognize that surgical treatment is directed only at correcting the 
portal hypertension and that the primary pathology, that is, cirrhosis of the 
liver, remains unchanged. In considering surgical treatment of this type of 
disease the diagnosis is best established definitively by liver biopsy. This can 
be carried out rather simply by the needle-type biopsy. In these patients the 
diagnosis is usually not difficult clinically and the type of cirrhosis can be con- 
firmed by direct examination of the tissue of the liver. The majority of these 
patients will not present major splenic enlargement or evidence of hypersplenism. 
If the spleen is greatly enlarged or if there is evidence of hypersplenism and 
biopsy of the liver shows an essentially normal liver, it may be presumed 
that in the presence of evidence of portal hypertension that the picture is not 
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that of intrahepatic block, but represents extrahepatic block. The percutaneous 
splenogram will give more evidence as to the exact site of block. 


In the presence of cirrhosis the x-ray of the esophagus may present, on 
careful examination, evidence of esophageal varices. It is helpful and desirable 
in all cases to do an esophagoscopy in such patients and to measure the pressure 
in the esophageal varices by direct methods. This will give a direct reflection 
of the pressure in the portal system. Since the outlook for a patient who has had 
bleeding from esophageal varices is such that approximately 50 per cent will 
not survive for one year after the first bleeding episode, and that approximately 
25 per cent will die with the first bleeding episode, we strongly feel that 
patients who have portal hypertension and esophageal varices with definitively 
elevated esophageal venous pressures should be operated upon electively before 
the occurrence of the first bleeding episode. We believe that a direct portacaval 
anastomosis is the operation of choice in such patients. An end-to-side anasto- 
mosis is, in general, the most satisfactory. We perform an end-to-side anasto- 
mosis in all patients who have a rise in portal pressure at operation of not more 
than 50 mm. on occluding the main portal vein. In patients in whom there is a 
marked rise in portal pressure on occlusion of the portal vein at operation, we 
will, if possible, perform a side-to-side anastomosis between the portal vein and 
the vena cava. It is important that an adequate stoma be established and that the 
size of the opening in the cava be made approximately the same as the normal 
portal vein without constriction. When a side-to-side anastomosis is performed, a 
segment of the side of the cava must be removed and the vessels must be 
approximated without excessive tension. 


In the instances when cavernous transformation of the portal vein is present 
in addition to the cirrhosis of the liver, sometimes it will be possible to find a 
segment of the portal vein at the junction of the splenic and superior mesenteric 
vein which is patent and which can be utilized for an anastomosis. When, 
however, the distance between the cava and the patent segment is too long to 
make a direct anastomosis, in these patients we will use a graft of freeze- 
dried vein graft to bridge the gap. In all circumstances care must be taken not 
to twist or angulate the portal vein in such a way as to interfere with flow. 
Medical management of the patient preoperatively is of extreme importance, 
and great care is taken to bring the patient into the best possible condition 
prior to operation. This particularly includes restoration of hemoglobin levels 
to as close to normal as possible and with correction of hypoproteinemia and 
hypoprothrombinemia prior to operation. We attempt to stabilize the patient’s 
liver function at its maximum level. All operations for the establishment of 
portacaval shunts are carried out through a thoracoabdominal approach. 


In individuals in whom there is evidence of hypersplenism or in which the 
splenogram indicates an extrahepatic block, and in cases in which extrahepatic 
block could be shown by other methods, splenorenal anastomosis is the procedure 
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of choice. In this procedure a thoracoabdominal approach is also used on the 
left side and the spleen is removed. The large main splenic trunk is anastomosed 
end-to-side to the left renal vein. It is interesting that with increasing experience 
the mortality rate from both types of shunting procedures has been greatly 
decreased. Mortality rates vary in different clinics and may, in general, be 
considered in relation to the severity of the disease process and the condition 
of the patient’s liver function. Blakemore’ has classified his patients into good 
risk and poor risk groups with a mortality rate of 9.3 per cent in the good risks 
and 39.9 per cent in the poor risks. Linton? and others have reported approxi- 
mately similar mortalities with splenorenal shunts. Both Blakemore and Linton 
have reported high mortality rates when the serum albumin level was less than 
3 grams per cent. The presence of jaundice in Laennec’s cirrhosis is an extremely 
poor prognostic sign and greatly increases operative risk. The presence of 
jaundice in biliary cirrhosis is of much less serious import. It has been our 
experience that the shunting procedures offer great relief and operative mor- 
tality in our hands has been extremely low. In the last 25 operations performed 
for severe portal hypertension and esophageal varices there have been no 
operative deaths and one late postoperative death. This includes patients in 
whom operation was performed because of intractable bleeding. In only one 
patient has there been any bleeding since operation, and all of these patients 
have been followed for a period of more than six months. The one patient in 
whom bleeding did occur, the bleeding was extremely mild and required no 
major therapy. The one death in this group was a late death due to liver failure. 
The patient who had extremely poor liver function had a side-to-side anastomosis 
which was patent at autopsy, but succumbed to liver failure some six weeks 
after operation after having made a good recovery from surgery. We, therefore, 
strongly feel that this operation offers patients great improvement at relatively 
low risks. We believe that splenorenal anastomoses tend to give a higher inci- 
dence of recurrence of bleeding, and that it is not the procedure of choice for 
intrahepatic block, but that it should be employed in patients where the spleen 
must be removed because of hypersplenism. During the postoperative period 
the patients are carried on a strict liver program, and in addition, they receive 
intravenous aureomycin, one gram per day for three to five days, and thereafter 
oral aureomycin for another five to seven days. It is interesting that esopha- 
goscopy following the establishment of a shunt shows a steady and definite 
decrease in the size of the varices and it can be shown that these vessels become 
invisible by esophagoscopy in the first few months following operation. In the 
majority of patients direct measurement of the portal pressure at the time of 
operation will exceed 400 mm., and in the remainder it will exceed 200 mm. of 
water. 


In relation to ascites it should be pointed out that rigid control of the 
sodium content, the diet in association with a high protein, high caloric diet 
will tend to control the ascites in the vast majority of patients. When ascites 
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is combined with bleeding a portal shunt is carried out, the ascites tends to 
disappear and one can ordinarily expect a good result. 


The rationale for the hepatic artery ligation and the associated vessels of the 
portal arterial supply is based upon several assumptions, including the presence 
of arteriovenous communications between the hepatic arterioles and the portal 
venous system with concomitant increase in mortality rate following such liga- 
tions is greatly higher than that following shunts. Shunting operations have been 
demonstrated to be extremely safe in capable hands and the reported mortality 
statistics may be quoted as follows: Rienhoff* reported a series of 23 patients 
in which ten were operated on primarily for hemorrhage with a mortality rate 
of 50 per cent. Two of those who survived had small, but definite hemorrhages 
postoperatively. Kramish, Reckler and Swan‘ reported five cases of which two 
died, a mortality of 40 per cent. In Rienhoff’s series of 23 patients his over-all 
mortality rate was 30.4 per cent. There has been considerable evidence that liga- 
tion of the hepatic artery in experimental animals shows an extremely high 
mortality rate. It is felt that a considerable factor in the death of such animals 
is the invasion of anaerobic bacteria, particularly gas producers, and that the 
greatly decreased arterial blood flow was a further factor in this invasion and 
in the production of liver necrosis. A considerable portion of this liver necrosis 
is prevented by the use of large doses of antibiotics in the early postoperative 
period, In the clinical cases in which operation has been utilized, however, it has 
been found, in general, that liver failure is common in spite of large doses of 
antibiotics following major ligations. It has been shown by Michels® that there 
is great variation in the arterial anatomy in the liver in man. This variation is 
so great that it would appear difficult to predict accurately the results of ligation 
at a standard point of the hepatic artery. 


The revival of the procedure of resection of the stomach and esophagus 
for control of bleeding has produced new interest in this procedure. It is 
interesting to point out that in our series of cases there was one in which the 
portacaval anastomosis had been performed elsewhere approximately two years 
prior to our first seeing the patient, and following this there was evidence that 
the shunt had closed and that the patient had had recurrent massive attacks 
of esophageal bleeding. The patient then had a splenorenal shunt and again 
following this the shunt failed. In the twelve months following the second 
operation the patient was admitted to the hospital approximately once each 
month with bleeding of massive amounts of blood. It did not seem feasible to 
attempt another shunt in the face of two unsuccessful procedures. We, therefore, 
elected to do an esophagogastric resection with esophagogastrostomy. It has 
now been one year since operation and the patient has had no recurrence of 
his bleeding. We feel that this procedure offers an alternative to portacaval 
shunt in exceptional cases. We would reserve it primarily for the patient who has 
had unsuccessful shunts. Fortunately, these are now quite rare primarily due 
to improvements in the concept of the principles of the operation. Gastro- 
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esophageal resection carries a definite disadvantage insofar as it is necessary to 
place the stomach into the thorax, and this is not optimal for nonmalignant 
disease. We elect to do an intrathoracic vagotomy in all such patients in order 
to reduce the amount of acid reflux into the esophagus and the production of 
esophagitis. The success with shunting procedures has led us to avoid all peri 
esophageal venous ligations either with or without packing, and we feel that 


their role is extremely limited 


(CONCLUSION 


\ review of the present status of the treatment of portal hypertension has 
led us to the concept that with good medical management the shunting opera 
tion for the relief of bleeding from esophageal varices and intractable ascites 
is gaining more and more acceptance. Precipitation of major liver crises by 
massive bleeding is an important part of the problem of portal hypertension 
Adequate direct portacaval shunt will regularly eliminate or greatly decrease 
this danger. In the presence of demonstrable esophageal varices with an increase 
in pressure in such veins we believe that it is desirable to do a portacaval shunt 
prior to the first episode of bleeding. A portacaval anastomosis can be expected 
to succeed and the mortality rate of such a procedure in the patient without 
extremely poor liver function can be accomplished with a mortality rate of less 
than 5 per cent. In the last 25 patients in which such procedures have been 
undertaken for the relief of portal hypertension there have been no operative 
or early postoperative deaths, and only one late postoperative death. This includes 


all cases, including acute bleeding in patients with extremely damaged liver 
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MUCOSAL PROLAPSE AT THE ESOPHAGOGASTRIC JUNCTION® 


EDDY D. PALMER, Lt. Col., M.C 


Washington, D. C 


During certain studies on the normal location of the esophagogastric mucosal 
junction, it has become evident that mechanical abnormalities in the region of 
the cardia, in addition to hiatus hernia, are not excessively rare. Redefinition of 
the limits of normalcy for the junction’s position, necessary because of the recent 
observation that it may spontaneously migrate toward and away from the brink 
of the stomach sac*, has focused attention on the problem of mucosal prolapse. 
The line of mucosal junction between esophagus and stomach may normally 
move proximally as far as the diaphragmatic hiatus, producing a_tube-like 
extension of the stomach and obliterating the abdominal esophagus as such 
The discrepancy between the proximal extent of the gastric mucosa and the 
position of organ configurational change explains why an esophagoscopically 
demonstrable hiatus hernia may exist at a time when the radiologist can find 
no abnormal luminal widening above the hiatus’. Clearly, many clinical problems 
surrounding mechanical diseases at the cardia might be dispelled by more 


realistic definitions of the normal anatomy. 


The diseases of significance in this connection are organ intussusception 
and mucosal prolapse. They involve quite different anatomic and mechanical 
Retrograde mucosal 


principles. Intussusception is very rare in this site?” 
prolapse has been described only a few times in the human® although it is 
not a rare veterinarian problem and has even been described in the lower 
vertebrates’, The patient of Wells’? had had esophageal obstruction for several 
days, caused by gastric mucosa incarcerated in the distal end of the organ. Two 
esophagoscopic examinations during the period of obstruction showed a fungat 
ing polypoid mass, the true nature of which was not at the time recognized. 
Feldman’ reported two cases, diagnosed on the basis of the x-ray picture; his 
published roentgenograms demonstrate the difficulty of differentiating retrograde 
prolapse from small hiatus hernia. 


Prolapse of the esophageal mucosa down into the cavity of the stomach 
has rarely been described'’"', Presumably it is difficult to detect and is of little 
clinical import. Sarasin and Hoch"! described prograde esophagogastric prolapse 
under three categories: invagination associated with hiatus hernia, simple 
asymptomatic prolapse, and prolapse initiated by polypoid tumors. Their 
patient complained of intermittent swallowing difficulty, 


*Read by title before the First Annual Convention of the American College of Gastroenter- 
ology, Washington, D. C., 25, 26, 27 October 1954 


From the Gastroenterology Service, Walter Reed Army Hospital, Washington, D. C 
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The present discussion considers only prolapse. During the past four years 
two instances of retrograde prolapse of the gastric mucosa into the distal 
esophagus and one of prograde esophagogastric prolapse have been recognized 
at this hospital. The first two were detected by esophagoscopic examination after 
a normal situation had been found by the radiologist, and the third could be 
demonstrated by x-ray only 


Case 1:—This 33-vear old white man, a rather heavy drinker, was hospitalized 


after having vomited small amounts of blood for three days. This was the first 


Fig. | Case 1). Roentgen picture of retrograde gastroc sophage al mucosal prolapse 


recognized episode of gastrointestinal bleeding, but there had been dyspepsia at 
intervals for three years. The latter took the form of patternless diurnal and 
nocturnal epigastric aching, pyrosis and occasional vomiting, appearing about 
four times a year and lasting about three weeks at a time. There was no rela 
tionship to food, hunger or recumbency. He had not previously sought medical 


help 


Physical examination, routine laboratory study and chest x-ray were normal 
Stool examinations were persistently positive for occult blood. The first upper 


gastrointestinal x-ray examination was normal 
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Esophagoscopic and gastroscopic examinations were performed under mild 
sedation with the patient in the left lateral position. The esophagus was normal 
and the esophagogastric junction in the proper position, but, as the region was 
watched, a strange phenomenon was observed. Each time the patient retched 
or gagged, the gastric mucosa appeared suddenly as a plug within the distal 
esophagus and slowly squeezed itself about five centimeters proximally. It 
could not be determined from the appearance of the mucosal plug whether this 
represented a complete sleeve of gastric mucosa or a fold from one segment of 
the cardia. The plug each time, however, could easily be pushed back into the 
stomach with the esophagoscope and then it could be seen that it was a sleeve. 


The process of prolapse and manual reduction was repeated several times 


2—(Case 2). Esophagoscopic view of prolapsed sleeve of gastric mucosa in esophageal 
ampulla The endoscopic diagnosis was carcinoma, until an attempt to pass the 


esophagoscope beyond the tumor caused the prolapsed segment to return to its normal 


rig 
position 


Spontaneous reduction was not observed. The prolapsed gastric mucosa was 
intensely hyperemic and bled slowly. Gastroscopic examination was then done, 
and it was found that there was generalized erosive gastritis, with a small amount 


of bleeding 


Repeat roentgenologic study succeeded in demonstrating the gastroesophag- 


eal retrograde prolapse (Fig. 1). It could from time to time be produced with the 


Valsalva maneuver but not by the Trendelenburg position or by pressure exerted 
against the abdominal wall. The prolapse regularly re mained until the patient 


was given another swallow of barium, whereupon the mucosal sleeve returned 


' 
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to its normal position. Throughout the examination the patient had no unusual 


sensation, and his pain was not reproduced 


The patient was treated with bismuth subcarbonate and belladonna. The 
stools became guaiac-negative after a week. The vomiting cleared quickly. There 
Was ho Improvement in the pain and pyrosis The patient was returned to duty 
with the diagnoses of erosive gastritis and retrograde gastroesophageal mucosal 
prolapse. 


(Case 3 Prograde esophagogastri¢ 


mucosal prolapse in incidental roentgen fin 
in this patient 


Case 2:—This 21-year old white soldier was hospitalized because of intet 
mittent difficulty in swallowing. He had been well until two years previously 


when he began to have epigastric soreness aftet swallowing solid food. After 


several months, vomiting supervened and the patient sought medical he Ip He 


reported to a large diagnostic clinic where the 


diagnosis of spasm of the 
esophagus” was explained to him. He was treated with a brief course of dilata 


tions with a hydrostatic dilator. Thereafter he was asymptomatic for one year 


| 
| 
4 
* 
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but dysphagia retrosternal distress and pyrosis then returned, X-ray study con 


firmed the diagnosis of achalasia, and he was transferred to this hospit: il. 


Physical examination showed a young man who appeared well and who 
had no abnormal physical findings except tor absence of the second swallowing 


sound upon repeated examinations. Laboratory studies were entirely normal. 


Fig. 4—Tracings of four spot-films taken at intervals over a period of about 10 minutes, each 
after a swallow of barium. One silver clip had been tied into the muscularis propria 
at the left lateral aspect of the esophagogastric junction, as the site was determined 
from external appearances. The other clip had been placed transesophagoscopically on 
the mucosal esophagogastric junction, It is seen that the distance between the elips 
varies considerably from time to time, proving that the two mural layers have migrated 
over one another 


By roentgenography it was found that the esophagus was uniformly dilated to 
a small extent, and that there was a shelf-like partial obstruction within the 
ampulla. The barium suspension passed this obstruction slowly, and after a 


few minutes the esophagus was empty. 


Upon esophagoscopic examination an angry, ulcerated, tumor-like plug 
was encountered at the level of the diaphragmatic hiatus (Fig. 2). This had 
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the appearance of a large spherical polypoid tumor. It was biopsied and then 
an attempt was made to pass the esophagoscope beyond the tumor in order to 
study the extent of involvement. In so doing, the operator pushed the tumor 


easily ahead of the instrument until a lumen suddenly appeared in its center, 


and the mass disappeared into the circumference of the gastric wall. It was 
evident that the tumor was composed of a sleeve of prolapsed gastric mucosa 
When the instrument was withdrawn upward into the proximal esophagus and 
then reinserted into the stomach, all appearances as far as the esophageal mucosa 
and position of the organs were normal. When the patient was instructed to 
“bear down”, the sleeve quickly squeezed up into the ampulla again, whereupon 
it could easily be pushed back again into the stomach. A second biopsy speci 
men was taken from the tumorous prolapse. Both specimens were later found 
to consist of gastric mucosa of the cardia type, with considerable inflammatory 


exudate and small hemorrhages into the lamina propria mucosa 


Esophagoscopic examination was repeated upon three other occasions and 
gastroscopy was carried out twice. Each time the esophagoscope was inserted 
into the distal part of the esophagus, the prolapsed sleeve of mucosa was en 
countered, It is to be noted that esophagoscopy was regularly accompanied by 
retching and straining. Upon each occasion the prolapse could easily be reduced 
and made to reappear. The gastroscopic examinations showed a stomach which 


was normal except for hyperemia and unevenness of the crescent of the cardia 


Throughout the three weeks of hospitalization, no episode was observed 
which appeared to indicate acute or persistent subacute obstruction at the cardia 
Repeated fluoroscopy, like esophagoscopy, showed the easily reducible nature 
of the obstruction. In view of the help previously afforded by dilatation, the 
patient was given 10 dilatations with the Einhorn pneumatic dilator. Again 
subjective relief was good, and the patient was returned to duty 


> 


Case 3:—A 43-year old white soldier was being studied for a proved duodenal 
ulcer. During the course of roentgenologic study, it was found that there was 
esophagogastric mucosal prolapse (Fig. 3). Esophagoscopic examination was 


normal. There were no symptoms which could be ascribed to the lesion 


COMMENT 


The concept of normal independent mobility of the gastric mucosa over 
the underlying layers has been well examined and discussed by Forrsell* and 
Brooks and colleagues’. In order that there be mucosal prolapse, there must be 
in addition to mucosal mobility a point of firm attachment between mucosa 
and underlying layers distal to the prolapsing segment. Otherwise, the mech 
anisms which encourage prolapse would lead merely to general slipping of the 


mucosa, still in normal stratal relationships 


There is widespread belief that normally the mucosa of the cardia is tightly 


bound down by fibrous tissue. This feature is frequently cited in discussions of 
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the behavior of variceal connections across the cardia in portal hypertension. 17 he 
evidence is taken entirely from the histologic picture, for this shows considerable 
fibrous tissue in the submucosa where the mucosa crosses the cardia. The 
circumstantial evidence furnished by dead anatomy has been freely translated 
to apply to the physiologic behavior of the living mucosa. But it has been shown” 
that the mucosa of the normal esophagogastric junction may migrate back and 
forth for a distance of two or three centimeters in a rhythmic fashion. Roentgen 
ologically, it seemed that the excursions involve the mucosal layer only, but 


this could not at the time be proved. 


Subsequently, it has been possible to investigate the matter in one patient 
This soldier had a transthoracic exploration of the cardia and repair of a small 
hiatus hernia. At the time, the surgeon sutured a silver brain-clip to the mus- 
cularis propria at the left lateral aspect of the junction of esophagus and stomach 
is the junction was identified from external appearances. Later the mucosal 
junction was identified esophagoscopically, a biopsy was taken of it, and a brain 
clip attached to the biopsy site. The biopsy specimen was found to include the 
epithelial junction, The patient was then studied roentgenologically, and it was 
found that the extrinsic clip remained stationary but that the longitudinal 
distance between the two clips varied considerably from time to time, indi- 
cating movement of the layers over each other at the cardia (Fig. 4). The 
maximum excursion was two centimeters, There was, then, automatic or spon- 


taneous propulsion of the mucosal layer at the cardia in this patient. 


It is believed that the results of this and previous clip studies, by illustrating 
mucosal mobility in the region, give some insight into the rarity of mucosal 
prolapse at the cardia. To reiterate, development of prolapse appears to pre- 
suppose a point of mucosal fixation distal to the segment of potential prolapse. 


\s to the propulsive mechanism responsible tor retrograde mucosal move- 
ment, it is noted that reverse gastric peristalsis has been proposed’, but it seems 
doubtful if reverse peristalsis can even rarely be of any propulsive consequence 
in the fundus and cardia of the stomach. It seemed clear enough from the 
esophagoscopic observations in the present cases that merely altering the 
thoracic-abdominal pressure gradient through the Valsalva maneuver is sufficient 
when the anatomy will permit prolapse. 
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THE FEMALE PATIENT WITH DUODENAL ULCER® 


JOSEPH SHAIKEN, M.D., F.A.C.G.+ 


Milwaukee, Wisc. 


INTRODUCTION 


Duodenal ulcer is the most frequent cause of chronic indigestion resulting 
from organic disease in the adult male patient. The purpose of this study is 
to determine how frequently does duodenal ulcer occur in the female patient. 
Are there special problems in diagnosis? What effect does pregnancy or the 
menopause have on the course of the disease? What are the complications and 
the response to treatment? 


INCIDENCE 


In an analysis of 1,685 patients with peptic ulcer seen in private practice 
it was found that there were 1,274 male patients with 411 female patients 
(Table I). 


TABLE I 
PATIENTS WITH Peptic ULCER 


There were 1,505 patients with duodenal ulcer, 1,160 males and 345 females 
(Table II). 


TABLE II 
PATIENTS WITH DvuODENAL ULCER 


Of a total of 180 gastric ulcer patients there were 114 males and 66 females 
(Table III). 


TABLE III 
PaTIENTts Gastric ULCER 


*Read before the First Annual Convention of the American College of Gastroenterology, 
Washington, D. C., 25, 26, 27 October 1954. 
tAssociate Professor of Clinical Medicine, Marquette University Medical School. 
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Previously it was noted that gastric ulcer occurred with about the same 
frequency in both sexes but that duodenal ulcer was much more frequent in 
the male patient. 


At the present time the relative preponderance of male duodenal ulcer 
patients to female duodenal ulcer patients is less. 


Hosoi and Alvarez* found that in Europe and in America duodenal ulcer 
occurred three and one-half times as frequently in men as in women. 


Craig® stated: “Although duodenal ulcer in females has been a steady 
increasing cause of death the mortality rate from gastric ulcer has fallen fairly 
steadily and uninterruptedly.” 


My own figures indicate a steadily rising incidence of duodenal ulcer in 
the female patient. If only the figures for the last three or four years were used 
the ratio of male to female duodenal ulcer patients would be less than three 
to one. 


ETIOLOGY 


Why does there seem to be a greater incidence of duodenal ulcer in the 
female patient? 


Although the general impression seems to be that a peptic ulcer is found 
only in the high pressure executive male or career woman, actually peptic ulcer 
occurs in many different types of individuals regardless of sex, occupation or 
position in life. 


Cigarettes, cocktails and “coffee breaks” have been blamed for the apparent 
increase in peptic ulcer in women. 


The “coffee break” has resulted in a higher rate of coffee consumption and 
cigarette smoking among women workers. Coffee in particular stimulates acid 
secretion. Coffee and cigarettes are generally taken during a short “coffee 
break” without food to act as a buffer for the acid. 


No statistical correlation has been found between smoking and the inci 
dence of peptic ulcer. Batterman and Ehrenfeld? found that smokers with active 
peptic ulcer on medical management with antacids showed a poor response to 
treatment and a high incidence of recurrences, as compared to nonsmokers or 
to smokers who discontinued smoking during the period of treatment. The 
substitution of cigarettes with low nicotine content resulted in improvement and 
a lower incidence of recurrences in a group of these patients. 


The moderate use of tobacco, alcohol or coffee by adults does not seem 
to produce ulcer, or to aggravate every ulcer. Smoking, alcohol or coffee may 
each contribute to delay in healing of peptic ulcer or to its recurrence, but 
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it would seem that they do not play more than a contributory role in its 
pathogenesis. 


It is generally assumed that chronic excitation of the stomach by emotional 
tension is the mechanism by which ulcer is produced. The constant hurry and 
worry and emotional tensions resulting from problems of modern living, the 
raising of families and maintaining a home in a world threatened by atomic 
destruction are probably important etiologic factors. 


Women no longer live a cloistered existence. They engage in business and 
industry and are active in club and political work. 


CLINICAL FEATURES 


When a female patient consults a physician because of digestive complaints 
the possibility of gallbladder disease will be given first consideration. The fact 
that gallbladder disease is more common in the female patient has been so 
generally recognized that the possibility of other organic upper digestive disease 
is seldom kept in mind. 


Duodenal ulcer is the most common organic cause for indigestion in the 
adult white male and it is the diagnosis that is first thought of by the physician. 


In the female patient duodenal ulcer is seldom considered in the diagnosis. 


In the male patient with an uncomplicated duodenal ulcer a typical history 
is frequently obtained. The symptoms of duodenal ulcer in the female patient 
are usually not typical. The history is usually indefinite and inconclusive. In 
general women complain less of their ulcer distress than men. The so-called 
hunger distress is seldom heard. Sometimes the first inkling of trouble in a 
female patient is a gross hemorrhage. Nausea is sometimes present and seems 
to have the same food relationship as does the hunger pain of the male patient. 
Thus the nausea occurs when the stomach is empty and is relieved by food 
intake. The nausea is a pain equivalent. In the male patient when nausea is 
a presenting symptom there is usually gastric retention, and relief of the 
retention usually relieves the nausea. 


ROENTGEN STUDY 


In the roentgen study the findings depend on the extent of the lesion present, 
and have nothing to do with the sex of the patient. Ulcer craters both large and 
small—shallow and deep have been demonstrated. More deformed duodenal 
bulbs with fewer symptoms occur in the female patient than in the male. 


In some female patients the first recognition of the presence of duodenal 
ulcer is the roentgen demonstration of an ulcer. A history then obtained in retro- 
spect may reveal suggestive complaints. 
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COMPLICATIONS 


The female patient with duodenal ulcer has the same complications as the 
male, namely hemorrhage, obstruction and perforation. 

In 345 female patients with duodenal ulcer there were 23 patients with 
hemorrhage, 21 with obstruction and 1 with perforation (Table IV). 


TABLE IV 
FEMALE DuopENAL ULCER PATIENTS wirH COMPLICATIONS 
Hemorrhage .. 
Obstruction . 21 
Perforation . 
“45 


In the male group of 1,160 patients with duodenal ulcer there were 72 
patients with hemorrhage, 43 with obstruction and 12 with perforation (Table 


V). 


TABLE V 
MaLe DuopeNaL ULCER PATIENTS WITH COMPLICATIONS 
Hemorrhage . 72 
Obstruction 43 
Perforation 
127 


These figures indicate that hemorrhage occurs as a complication about 
equally in both sexes. 


Obstruction is a more frequent complication in the female patient. Perfora- 
tion is more frequent in the male patient, in this study about 12 times as fre- 
quent. Although obstruction was noted more frequently in the female patient 
only two of these patients were treated surgically. The medical treatment of 
obstruction in the others relieved the condition. In the male group 12 patients 
had to be treated surgically for obstruction because the obstruction persisted in 
spite of medical therapy. 

There were 22 patients who had both gallstones and duodenal ulcer. There 
were 11 male patients and 11 female. Thus, this possibility must be kept in 
mind and the greater incidence in the female patient recognized (Table V1). 


TABLE VI 
DvuopeNaL PATIENTS wiTH GALLSTONES 


Female 


= 
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DuopENAL ULCER IN PREGNANCY 


It has been widely accepted that pregnancy exerts a beneficial effect on 
peptic ulcer. 


Sandweiss® reported that in 70,310 consecutive admissions of pregnant 
women to five Detroit hospitals in a ten-year period, only one proven case 
of active peptic ulcer in pregnancy was recorded. 


Sandweiss® reviewed a series of 46 women with proven peptic ulcer, 25 of 
whom had one or more pregnancies. These 25 women were pregnant 52 times. 
Only one had active ulcer symptoms during one of her two pregnancies. This 
woman gave birth prematurely to a living child. With the onset of her second 
pregnancy, she became symptom-free and carried to full term. Eleven of the 
25 female patients stated that their ulcer symptoms disappeared with the onset 
of pregnancy. 


Sandweiss"® reviewed the medical literature up to 1943 and found only 
13 maternal deaths from hemorrhage or perforation of peptic ulcer during preg- 
nancy at term or in the puerperium with the diagnosis confirmed at autopsy. 
Sandweiss’® added the 14th case. Anderson’ added the 15th case, a patient with 
a perforated duodenal ulcer. Johnston’ added two more patients, one with a 
perforated duodenal ulcer and one with hemorrhage. Of these 17 patients re- 
ported, 10 had duodenal ulcer and 7 gastric ulcer. Twelve died from perfora- 
tion and 5 from hemorrhage. Thus, the possibility of these serious complications 
during pregnancy at term or in the puerperium must be kept in mind. 


Rider* emphasized that exacerbations of peptic ulcer during pregnancy 
seem more frequent in the third trimester and not infrequently are complicated 
by hemorrhage or perforation. The tendency for ulcer distress to subside early 
in the pregnancy and for symptoms to occur late in gestation seems to be cor- 
related with variations in gastric secretion. Thus, many observers report de- 
creased output of hydrochloric acid during the first six months of pregnancy 
and increased gastric acidity during the third trimester and in the puerperium. 


Opsahl and Long’ found that significant quantities of ACTH are produced 
by the placenta. The discovery of placental ACTH and the known effect of 
ACTH on peptic ulcer tend to discredit the concept of the beneficial effect of 
pregnancy on peptic ulcer and might explain the occasional duodenal ulcer 
perforation or hemorrhage which has been reported, perhaps as the result of 
overproduction of ACTH by the placenta at term. 


MENOPAUSE AND DUODENAL ULCER 


Kirsner® observed that peptic ulcer in women often develops or recurs 
with the onset of natural or artificial menopause. The epigastric distress may 
occur as a direct result of the menopause, or the digestive disturbances may be 
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primarily the result of peptic ulcer. The possible changes in gastric secretion 
accompanying the menopause have not been investigated. Such studies might 
be of considerable interest in relation to the effect of sex hormones upon the 
output of acid. Hyperactivity of the anterior lobe of the pituitary gland, de- 
ficiency of estrogens and other hormonal imbalances may be implicated in the 
“menopausal ulcers” of women. In evaluating these factors, however, the im- 
portant role of the emotional disturbances accompanying the menopause should 
not be underestimated. These emotional disturbances may very well be the 
factor in the aggravation of ulcer symptoms during the menopause. 


TREATMENT 


The medical treatment of the female patient with duodenal ulcer is the 
same as that of the male patient. The response is usually more rapid and more 
lasting. The patient is frequently in a better position to follow an ulcer program. 


The following case records are briefly presented: 


Case 1:—A white female, age 44, seen in November 1944, complained of 
abdominal pain which had been present for three years. The pain wakened the 
patient at night. Cabbage, sauerkraut and onions caused distress. The patient 
was afraid to eat. Complete studies of the digestive tract revealed an active 
duodenal ulcer. The gallbladder and colon studies were normal. 


The response to a medical regime with antispasmodics and antacids was 
only fair. Recurrences were noted periodically on treatment. In December 1946, 
a severe hemorrhage occurred. The patient was hospitalized and treated with 
repeated blood transfusions, diet and antacid medication. 


A second hemorrhage occurred three months later, in February 1947. 
Roentgen studies after the second hemorrhage revealed evidence of obstruction 
at the pylorus. In May 1947, a posterior gastroenterostomy and a transabdominal 
bilateral vagotomy was done. Her response to surgery was good. 


One year later in June 1948, the patient returned with symptoms of pain 
which was relieved by strict ulcer diet and medication. 


In June 1949, another recurrence was treated with diet and medication. 
In June 1951, roentgen studies revealed a nonfunctioning gastroenterostomy 
and a gastric ulcer was present on the lesser curvature. A medical program for 


the gastric ulcer was unsuccessful. A subtotal gastric resection was done on 
October 12th, 1951. When last seen the patient was doing well. 


Case 2:—A white female, age 46, seen August 1953, complaining of gaseous 
distress, vomiting and pain. Pain was present in the midepigastrium and back. 
The patient was very constipated. The roentgen studies revealed an active 
duodenal ulcer with a crater and evidence of obstruction. The gallbladder 
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studies and colon studies were normal. Ulcer diet, tincture of belladonna and 
antacid were given. The response to therapy was poor. 


One month later the patient noted tarry evacuations. The patient was 
hospitalized. Anemia was present. Ulcer diet and blood transfusions were given. 
Obstruction persisted as noted on roentgen examination. 


The patient was treated for another two months medically. The response 
to treatment was poor. In December 1953, a subtotal gastrectomy was done. 
The result to date has been satisfactory. 


Case 3:—Patient, a white female, age 63, was seen January 2lst, 1954. Pa- 
tient gave a long history of stomach trouble, diagnosed as duodenal ulcer. In 
January 1952, roentgen studies revealed a chronic duodenal ulcer with no 
apparent activity. 


In January 1953, because of severe asthmatic bronchitis the patient was 
given Cortone mg. 25 q.i.d. This therapy was continued from January to May 
but with gradual reduction in dosage. There was no stomach distress at this 
time. 


In November 1953, while in Florida the patient had a recurrent attack of 
asthma and Cortone was reordered. At this time her stomach complaints recurred. 


The present complaints continued and the roentgen studies revealed the 
presence of an active duodenal ulcer with a large crater. The failure of response 
to a careful medical regime finally necessitated a subtotal resection. The patient's 
response to surgery has been good. 


Case 4:—Patient was a white female, age 32, first seen in January 1939, 
complaining of gas pains. Food relief, and recurrences in the spring and fall had 
been noted by the patient. Milk helped while other foods such as fatty and fried 
foods disagreed. Complete studies revealed a normal gallbladder and an active 
duodenal ulcer. 


An ulcer diet with an antacid powder relieved the distress. 


In 1943, nine years later a slight recurrence was easily controlled by diet 
and medication. 


In 1948, distress wakened patient at night. Gastrointestinal roentgen studies 
revealed a recurrence of the duodenal ulcer. The ulcer symptoms responded 
promptly to medical treatment. The patient has remained well. 


Case 6:—Patient was a white female, age 20, seen for the first time in 
1939 complaining of epigastric distress usually two to four hours after eating. 
Her father and brother had duodenal ulcers. A diagnosis of duodenal ulcer was 
suggested after examination and confirmed by roentgen studies. An ulcer diet 
and medication gave prompt relief. The patient had recurrent attacks of ulcer 
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activity in 1940, 1944, 1950, and 1952, easily controlled by diet and medication 


At present the patient is doing well on an ulcer regime 


Case 7:—Patient was a white female, age 40, seen July l4th, 1954, com 
plaining of severe nausea and considerable gas and pain in the epigastrium. The 
roentgen studies revealed an active duodenal ulcer. The response to a medical 
regime was excellent. The nausea, pain and bloating disappeared completely 
and promptly. 


Case 8:—Patient was a white female, age 42, seen in June 1952. The patient 
complained of eight years of stomach trouble. The distress occurred 2-3 hours 
after eating. Vomiting occurred occasionally. The roentgen studies revealed an 
active duodenal ulcer with crater formation. An ulcer diet with tincture bella 
donna and an antacid powder gave prompt relief. The patient felt good on 
this program for 1% years, then had a mild recurrence after a dietary indiscre 
tion which responded quickly to medical treatment. 


Case 9:—Patient was a white female, age 8% years, seen in April 1954 
complaining of distress in the abdomen which was usually relieved by food 
intake. The attacks of pain were quite severe. Daily distress was present usually 
several hours after eating. The roentgen studies revealed a duodnal ulcer, The 


response to medical regime was very good 


SUMMARY 


1. Duodenal ulcer occurs with sufficient frequency in the adult female to 
merit attention. 
2. In the female patient with indigestion a complete gastrointestinal roentgen 


study is essential in establishing the correct diagnosis 


3. The response to medical treatment of the uncomplicated duodenal ulcer 
in the female patient is good. 


4. Hemorrhage and obstruction are important complications, and pertora 


tion is a rare complication in the female patient. 


5. Pregnancy usually has a beneficial effect on the course of the diseas« 


but perforation and hemorrhage of duodenal ulcer at term have been described 


6. Duodenal ulcer may develop or a previously existing ulcer may become 


reactivated during the menopause. 
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DISCUSSION 


Dr. Louis T. Kirchenbaum (New York, N.Y What physiological interpre 
tation do you place upon the symptom of nausea as a substitution for a symptom 
of pain, in that it fails to be relieved by the anticholinergic drug but is relieved 


by thorazine. The anticholinerigic drug relieves pain but not the nausea. 


Dr. Shaiken:—1 cannot give you the physiological explanation. My only 
reason for bringing up the subject of nausea at all was that I have been im- 
pressed that in some female patients nausea seemed to be the dominant com 
plaint, and the nausea was very severe and intractable, but the very fact that 
it was related to the food intake suggested that it might be a pain equivalent. 
When the patient volunteered the information that the taking of a small amount 
of food generally helped the nausea, it suggested its relationship to the hunger 


pain sequence, 


In these very same patients pain was not a feature, and my only reason 
for bringing it to attention at all was that the same thing has not been evident 
in the male patient. If the male patient does complain of nausea, usually I have 
been able to find some evidence of gastric retention. In this particular patient I 
cannot explain why the thorazine relieved the nausea and the anticholinergic 


drugs did not relieve it 


OPERATIVE CHOLANGIOGRAPHY°® 


I. W. KAPLAN, M.D 
New Orleans, La 
IRVING ESSRIG, M.D 
Tampa, Fla 
and 
PATRICK CASSIDY, M.D 


Pensacola, Fla 


Operative cholangiography is the visualization of the intra- and extrahepatic 
ducts by means of a radio-opaque medium for the purpose of demonstrating path 


ology in the bile-drainage system. 


The common duct is hidden in the gastrohepatic ligament and buried against 
the posterior abdominal wall, and is overlaid by the adjacent viscera. The distal 
end curves behind the duodenum and passes by the side of the head of the 
pancreas, often penetrating the head of the pancreas, and then buries itself in 
the posterior wall of the duodenum for the last part of its course before open 
ing through the ampulla of Vater. As a result of this location and course, the 
distal end is extremely difficult to visualize as well as to palpate. In some obese 
patients even the best of surgeons cannot be too sure of what his hands are 
feeling, since his eyes never see the entire duct. Therefore, exploration of the 
intra- and extrahepatic biliary passages by visualization and palpation is in 
accurate and often inadequate, Most surgeons will accept the passage of a probe 
or dilator through the ampulla as conclusive evidence of the absence of stones 
in the distal end of the common duct. Often the exploration of the proximal 
ducts is ignored. We have shown frequently that it is possible to pass a probe 
into the duodenum in the presence of stones located in the distal end of the 


common duct. 


Conversely, the inability to pass a probe into the duodenum does not always 
indicate pathology. There are many variations in size, length, thickness, course 
direction, and curvature of the biliary ducts. Anomalies may also be present 
There may be a physiologic spasm of the sphincter of Oddi. In any difficult 


case, true appraisal of the anatomy of that particular patient is almost impossible 


In some cases it is impossible to tell with accuracy whether the probe has 
or has not passed into the duodenum. The surgeon may be misled into thinking 


that the probe has passed into the duodenum, when actually the posterior wall 


*Read before the First Annual Convention of the American College of Gastroenterology 
Washington, D. C., 25, 26, 27 October 1954 

From the Department of Surgery, Louisiana State University School of Medicine, and 
Touro Infirmary, New Orleans, Louisiana 
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of the duodenum has merely been invaginated into the lumen. We have demon 
trated this by opening the duodenum over a probe which we thought had 


passed the sphincter only to find the posterior wall had been invaginated into 
the lumen of the duodenum 


Gallstones are harbored by approximately one out of ten adults. Stones can 
be present in the common bile duct without causing pain or jaundice Crump 


has shown from autopsy findings that approximately 25 per cent of adults who 
have cholelithiasis will have stones in the biliary ducts. These will vary in siz 


Cholangiogram showing normal duct. The duct is not dilated and comes to a fine point 


No dye has entered the duodenum due to a spasm of the sphincter of Oddi 


and number from the solitary, large stones to the multiple small stones which 


may extend proximally in the hepatic ducts into the liver itself. 
The major complications of biliary surgery are injuries to the bile ducts 
and stones that are left within the ducts. Stones are left in about 10-18 per cent 


of the cases because the duct was explored inadequately or not at all), 
In an analysis of 350 cases of direct exploration of the common duct at 
Touro Infirmary, New Orleans, La 


looked 


in 10 per cent of the cases stones were over 


vs St} 
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Except for stressing adequate exposure of all structures in the area and 
deliberate careful technic, there has been no major contribution to the pre 
vention of complications of biliary surgery in recent years except operative 
cholangiography 


INDICATIONS FOR COMMON Duct EXPLORATION 


Our indications for exploring the common duct are more liberal than those 


held generally. We have divided them into two groups: the definite and the 
indefinite 
Definite:—The definite indications include 
1. All cases of obstructive jaundice 
Z. Palpable stones in the common duct at the time of surgery 


3. Dilated common bile duct found at the time of operation 


Multiple small stones in the gallbladder with an enlarged cystic duct 


Indefinite indications:—The indefinite indications may be listed as 
1. A thickened common duct. 
2. (Questionably enlarged common duct. 

3. Thickening of the head of the pancreas 

4. Evidence of chronic pancreatitis 


5. A thick-walled contracted gallbladder 


In the presence of indefinite indications, cholangiography should be per 


formed through the cystic duct to determine whether or not the common duct 


should be opened. 


Operative cholangiography should follow every surgical exploration of the 


common duct, regardless of the findings, since it is an added means to determine 
pathology within and patency of the bile duct. It is an adjunct to but not a 
method of replacement for surgical exploration when the indications for ex 
ploration are definite. When the indications are indefinite, cholangiography may 


prevent a needless surgical exploration of the common duct 


Hisrory 


Mirriz’ was the first to employ operative cholangiography. He presented a 
summary of the method in 1932. It was adopted and strongly advocated by 
Hicken and Best®*® in this country and has occasioned many articles subse 
quently. Many others have advocated its routine use. Despite many enthusiastic 


reports, the method has not received the widespread adoption it merits 
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There are a number of reasons for hesitancy in utilizing this aid during 


surgery 
a. Many smaller hospitals still lack portable x-ray equipment. 


b. Some surgeons are prone to speed rather than to thoroughness, and 
hesitate to prolong any operative procedure. 

c. Others have the misconception that the method cannot offer much more 
than the passage of a probe, direct visualization, and palpation in evaluating 


the pathology present 


Fig. 2 Fig. 3 


Fig. 2—Cholangiogram showing dilatation of the common duct due to an obstruction 
Fig. 3—Cholangiogram showing blunting at end of common duct caused by a large stone 


d. Until recently the usual radio-opaque medium used was 35 to 70 per 
cent iodine in oil. This solution is prone to give false negative shadows and 


completely obscure small stones. 


MEDIA 


Most of the available media for cholangiography are unsatisfactory. This 
may be due to the high concentration of iodine which casts too heavy a shadow 
or because of a thick oily base making the solution too viscid and immiscible 
with bile, or a watery base making solution too thin. An ideal medium should 


have the following characteristics: 
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l. It should cast a shadow of such intensity that enables visualization of 
all stones present. Highly concentrated iodine solutions cast heavy shadows 


which will obscure small stones if the solution surrounds them completely 
2. It should be nontoxic and nonirritating to the patient 
3. It should be freely miscible with bile to allow thorough mixing 


4. Surface tension should be low enough to prevent the trapping of ait 


since this will give the false shadows mentioned previously 


duct 


Fig, 4 
detect of the distal end of the ommon 


Fig. 4—Cholangiogram showing a crescenti« 
caused by a large stone 
Fig. 5—( holangiogram showing moderate dilatation of common duct and a negative hacdow 


which proved to be a stone 


3. It should have proper viscosity, that is, low enough to be injected through 
i small-bore needle (22-24) and high enough to be retained within the common 
ind hepatic ducts. 

None of the media now available for cholangiography fulfills all these 
requirements. If such a medium were available, many of the objections to 


operative cholangiography would be overcome. In an endeavor to find a more 
satisfactory solution we have developed a medium which more nearly fulfills 


the ideal requirements than any solution now available Space does not permit 
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the detailed description of our experimental work. This work may be summarized 
by saying that a solution containing 39 per cent Neo-lopax (Schering) and 4 
per cent Dextran was the best suited for this purpose. 


TECHNK 


The technic of operative cholangiography is extremely simple, requires no 
special equipment other than a portable x-ray machine and a cassette holder, 
and adds only 15 minutes to the operating time. Our patients are routinely 
given atropine gr. 1/150 and seconal gr. 1% preoperatively. They are not given 
morphine, Demerol, or related opiates which on occasion cause spasm of the 
sphincter of Oddi. A cassette holder is placed under the patient so that the 
upper edge is even with the nipple line. Following the incision the skin towels 
are sutured to the skin edges so that the metallic instruments will not cast 
obscuring shadows on the x-ray plate. The abdomen is entered through the 
incision preferred by the surgeon and is explored. If the gallbladder is to be 
removed, a clamp is placed across the fundus and it is pulled up into the wound. 
The cystic artery, cystic duct, and common duct are identified and exposed. 
The cystic artery is then divided between clamps and ligated, allowing straight- 
ening of the cystic duct. At this time it is determined whether any of the definite 
or indefinite indications for exploration of the common bile duct are present. 
If definite indications are present, the common duct is opened longitudinally 
and explored in the routine manner, and any stones present are removed, In 
any event, whether stones are found or not, the common duct is irrigated and 
a “T’-tube is inserted. A cholangiogram is then made through this “T”-tube. 
While the X-ray plates are being processed the gallbladder is removed. 


When indefinite indications exist, a preliminary cholangiogram is made 
through the cystic duct. Stones are less likely to be found when the indications 
are indefinite, and cholangiograms made through the cystic duct have definite 


advantages: 


1. It may shorten the procedure by making a formal exploration of the 


common duct unnecessary. 


2. It reduces the number of postoperative hospital days for those patients 


who would otherwise have had common duct drainage. 
3. Trauma and the likelihood of a stricture of the common duct is reduced 


Our technic for cholangiography by either the “T”-tube or cystic duct 
method is as follows: The amount of dye to be injected is first estimated. This is 
governed mainly wi the size of the common duct. We have found that the 
average biliary system, exclusive of the gallbladder, will hold from 10 to 15 
c.c. With moderate dilatation it will hold up to 30 c¢.c., and with marked dilata- 
tion it will hold from 40 to 50 c.c. 
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If the cholangiogram is to be made after exploration of the common duct, 
the dye is injected directly through the “T”-tube. If the cholangiogram is to be 
made through the cystic duct before exploration, a small transverse incision 
is made in the upper % of the cystic duct. Several sizes of ureteral catheters are 
sterilized and one, which will pass readily, is threaded through the cystic duct 
into the common duct for a distance of one to two cm. A ligature is passed 
around the cystic duct below the incision and the catheter is tied in place so 
that the system is water tight. Leakage at the time of injection will make inter- 
pretation difficult. 


Two injections are used routinely. Regardless of the size of the duct, the 
first injection is always 5 c.c. Small stones may be obscured by large amounts 
of the dye, especially if the dye completely surrounds the stones. An x-ray 
plate is made after this injection. In rapid succession second and third plates are 
made following the additional instillation of 15 to 50 c.c. of the dye, depending 
on the amount of dilatation of the ducts. All metallic clamps and instruments 
must be removed from the field while the x-rays are being taken. If the cystic 
duct is used, the catheter is removed after the third plate and the duct is ligated. 
The gallbladder is then removed while the plates are being processed. We do 
not recommend the routine injection of dye directly into the common duct 
with even the finest of needles for three reasons: 


1. The hole made by the smallest hypodermic needle will permit the leakage 
of the dye into the free peritoneal cavity, obscuring the duct. 


2. Bile can leak into the free peritoneal cavity. 


3. The needle may penetrate the posterior wall of the common duct and 
enter the portal vein. Occasionally we do use this method, and have never had 
a serious complication resulting from it. 


INTERPRETATION OF FILMS 


With experience the surgeon can become proficient in interpreting his own 
cholangiograms. A normal common duct is not dilated, and comes to a fine point 
at the ampulla of Vater (Fig. 1). A duct containing stones may show the follow- 


ing: 
1. The duct may be dilated (Fig. 2). Dilatation may exist from other 


‘auses, but when present one should be highly suspicious of the presence of 
stones. 


2. Blunting of the distal end (Fig. 3). 
3. Cresenteric defect of the distal end of the common duct (Fig. 4). 


4. Negative shadows anywhere within the bile ducts (Fig. 5). The dye 
should fill the intrahepatic bile ducts to rule out any intrahepatic duct stones. 
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5. When the dye does not enter the duodenum, special consideration is 
necessary. In the absence of mechanical obstruction or physiologic spasm of 
the sphincter of Oddi, the dye should pass readily from the common bile duct 
into the duodenum. If the end of the common duct comes to a smooth point 
and no dye enters the duodenum we assume that the obstruction is caused by 
a physiologic spasm, and that no intrinsic pathology is blocking the duct. 


COMMENT 


By the use of cholangiography we have found stones in about 4 per cent 
of cases in which they would otherwise have been overlooked. 


It is difficult for us to understand many of the objections raised against 
operative cholangiography, since the majority of stones left in the common 
duct after exploration are admittedly found on the routine cholangiogram taken 
usually on the 10th postoperative day. No experienced surgeon would dare 
remove a “I”-tube without a cholangiogram. It seems most logical to us, if 
cholangiography is done at all it should be done at the time of surgery. Often 
there are multiple stones in the common duct, occasionally numbering in the 
hundreds, especially when the intrahepatic ducts are filled. In such cases it is 
very easy to overlook one or more stones. The serious complication of leaving 
a stone within the common duct often leads to a second operation which unques- 
tionably raises the mortality and morbidity of biliary surgery. 


SUMMARY 


1. Operative cholangiography will reduce the number of stones left in the 
common duct. 


2. The definite and indefinite indications for exploration of the common bile 
duct have been listed. 


3. When the definite indications exist, the cholangiogram is made through 


the “T”-tube following exploration. 


4. In the presence of indefinite indications, a preliminary cholangiogram is 
made through the cystic duct. Should the cholangiogram reveal the presence 
of stones, they are removed and a repeat cholangiogram is taken. 


5. The technic of cholangiography has been described. 


6. Many of the objections to operative cholangiography have been obviated 
by the development of a water soluble, slightly viscid solution. 


7. We feel that this procedure will reduce the operative mortality and 
morbidity in biliary surgery by reducing the number of reoperations. 
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DISCUSSION 


Dr. I. R. Jankelson (Boston, Mass.):—I should like to ask Dr. Kaplan a 
question. In how many cases of cholangiography does the pancreatic duct fill 
and what is its significance? 


Dr. Arthur A. Kirchner (Los Angeles, Calif.):-How many times does 
cholangiography fill the pancreatic duct and, when it does, what is the 
significance? 


Dr. Kaplan:—In performing operative cholangiography it often does fill the 
pancreatic duct. It enters it in about 30 per cent of the cases. It has no signi- 
ficance. We have never seen acute pancreatitis follow or occur in an individual 
in which the pancreatic duct filled. 


Dr. James T. Nix (New Orleans, La.):—1 should like to ask Dr. Kaplan, 
first, was there any increase in mortality due to using the operative cholangio- 
gram and, second, were there any allergic manifestations to the use of the dye? 


Dr. Kaplan:—It has not increased the mortality, and we have done about 
250 cases. There was one case that developed jaundice following a cholangio- 
gram, but in going back over the case, we were not sure whether the patient 
was developing jaundice because she was obstructed and then had subsided, 
or whether this was just an exacerbation of a latent jaundice. In our series of 
cases there have been no allergic phenomena. 


Dr. Joseph Shaiken (Milwaukee, Wisc.):—May I ask Dr. Kaplan what has 
been his experience with the use of cholografin in these cases? 

Dr. Kaplan:—I have had no experience with it. 

Dr. Nathan Brodie (Brooklyn, N. Y.):—What has been the incidence of 


error in operative cholangiography at the time of surgery? Further, was this 
incidence of error established by palpation? In regard to the figures quoted, 
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of 10-15 per cent, I am sure that many of the clinics, and most surgeons, run 
a lower incidence of undisclosed common duct calculi down to perhaps 5 per 
cent. Again, my question is in regard to your incidence of error. 


Dr. Kaplan:—The incidence of error in our series of cases runs around 4 
per cent. This includes cases which we call “trapped air”, and instances in which 
the cholangiogram was not diagnostic. 


In the cases in which the cholangiogram was not diagnostic and the possi- 
bility of a stone in the common duct existed, the duodenum was opened and 
the duct explored retrograde. Following this technic, we have left no stones 
behind. 


GASTROSCOPIC OBSERVATIONS OF THE 
ANTICHOLINERGIC EFFECT OF PRO-BANTHINE® 
ON GASTRIC MOTILITY AND PYLORIC FUNCTION® 


HARRY BAROWSKY, M.D., F.A.C.G.4+ 


New York, N. ¥ 


The recent literature has been replete with the evaluation of anticholenergi« 
drugs. Most of these investigations were limited to their effect on the stomach 
The majority of these concerned themselves with secretory studies and relatively 
few have been confined to gastric motility and pyloric function. Clinically, a 
great deal of significance has been attributed to gastric hypermotility and 


py lorospasm. 


Recently, some objective studies have been carried out on gastric motility 
These, in a measure substantiated some clinical impressions. Stempien et al! 
have observed endoscopically that the normal gastric mucosa varies in function 
from hypo- to hyperfunction. In gastric disease* such as gastritis and peptic ulcer 
however, increased gastric activity is uniformly present. Hywater et al’, using 
the balloon photokymographic technic, have actually correlated antral gastric 
hypermotility with epigastric pain. They also demonstrated that Banthine 
inhibited hypermotility and allayed pain. Similar findings were reported by 
Abbot et al! They made similar observations on the gastric fistulous subject 
“Tom”, after introduction of Banthine 50 mg. Another contribution on the effect 
of anticholenergic drugs on gastric motility was made by Hawkins et al’. Using 


the x-ray technic, they demonstrated “marked delay in gastric emptying 


With these studies in mind, this investigation was undertaken with a two 
fold purpose. First, to substantiate previous findings. Second, to amplify ou 
knowledge on this subject. Some of the questions we sought to answer more 
definitely were: What degree of gastric inactivity is produced by the recom 
mended doses? What dose is required to produce relative complete inactivity? 
How soon after administration is the drug effective? What is the difference 
between the parenteral and oral administrations? For how long is gastric ina¢ 
tivity maintained from a single administration of the drug? Finally, how can 


we benefit in treating our patients from this added knowledge? 


The gastroscopic method of investigation was selected because it was felt 
that it was objective and would therefore be most reliable to study gastric 
motility. Normally, peristaltic waves are observed to start at about the distal 
third of the stomach, being most pronounced at the incisura. These appear as 


circular contracting folds moving distally towards the pylorus, in rhythmic 


°Read before the First Annual Convention of the American College of Gastroenterolo 
Washington, D. C., 25, 26, 27 On tober 1954 
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sequence, about every 18 to 20 seconds, As the contraction wave terminated at 
the pylorus, the pyloric ring closes suddenly, forming a stellar or puckered appear- 
ance, It stays closed for a short period, then it opens and appears as a round dark 
hole of about % to 1 cm. in diameter. About the same time, a new peristaltic 
wave begins to form and the rhythmic process starts all over again. According 


to Schindler®, the pylorus is visualized in 80-90 per cent of the cases. 


The measure of the efficacy of the drug in this study is based on its ability 
to cause gastric motor inactivity. This phenomenon occurred when adequate 
dosage was administered. Peristalsis ceased rather suddenly and at the same 
time, the rhythmic opening and closing of the pylorus also stopped, leaving 
the stomach in a relaxed state. Some observers* have used hypo and hyper- 


activity of peristalsis as a measure of the degree of effectiveness. It was found 


The time required for Pro-Banthine 
to become effective in ten patients 


Administration lntramusculor Route 
of Pro Banthine Orc! Route 
| 


that such criteria are not reliable, since these variations in gastric activity have 
been observed in apparently normal individuals’. 

Color changes of the mucosa have also been used as a measure of gastric 
activity’. Such alterations appear as a result of hyperemia and engorgement. 
Observations of changes in color were also made whenever they were definite. 


SELECTION OF PATIENTS 


The patients selected for this study consisted of individuals complaining of 
upper abdominal pain of varying degree. They were all ambulatory and were 
observed in the out-patient department. A total of 40 patients were studied 
on whom approximately 50 gastroscopies were performed. This group consisted 
of ten cases with duodenal ulcer; two with gastric ulcer; five with gallbladder 
disease; five with chronic gastritis and 18 with functional dyspepsia. Their ages 
ranged from 17 to 72 years of age. Twenty were males and 20 females. 


—=—. 

Minutes 
Fig. | 
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METHOD OF STUDY 


The patients reported in the morning to the clinic, without breakfast. No 
pre-examination medication was given, except for 2 per cent Pontocaine, which 
was used as a surface anesthesia to the hypopharynx. Pro-Banthine was admin 
istered intramuscularly to one group and orally to another. In some instances, 


on different occasions, the same patient was exposed to both types of tests 


LENGTH OF TIME REQUIRED FOR THI 
ANTICHOLINERGIC Druc to BECOME EFFECTIVE 


The first phase of the investigation was undertaken to determine the time 
taken for the anticholinergic agent to become effective. In one group, the 
gastroscope was first introduced and the degree of gastric motility observed 
The anticholinergic drug was then administered intramuscularly and the time 

Action of Pro-Banthine 
Composite Graph 
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of Pre-Benthine inectivity ———— 
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it required for gastric inactivity to take place was noted. It took approximately 


6-8 minutes for this to occur after parenteral administration (Fig. | 


It was found by trial that it took much longer for the drug to become 
effective when administered orally. Under the circumstances, to obviate pro 
longed instrumentation, the medication was given orally and after a 10 to 
15 minute wait, the patient was gastroscoped and observations were made 
It was found that it took approximately 15-25 minutes for it to become effective 


bv this route (Fig. 1). 


DURATION OF GastRIC INACTIVITY 


The second phase of the study concerned itself with the determination of 
the duration of the effectiveness of the drug Gastroscopi« observations were 


made on ten cases, to observe the time of return to normal gastric peristalsis 


— 
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First, the patient was given an effective dose to cause cessation of gastric 
peristalsis, After a 45 minute wait, three selected individuals were gastroscoped 
every 15 minutes, until resumption of peristalsis was observed. It was found 
that gastric inactivity lasted about one hour. After the approximate duration of 
inactivity was established, the remaining seven cases had to be instrumented only 
once. The gastroscope was introduced at the 55 minute period, about five 
minutes prior to the anticipated resumption of gastric peristalsis and observations 
were made of the transition from inactivity to activity. This transition was rela 
tively sudden not taking more than one to two minutes. Peristalsis started with 
a few low amplitude waves 18-20 seconds apart and then followed by normal 


waves, Out of the 10 cases observed, gastric inactivity lasted 60 minutes in 


rABLE I 


MINIMAL Errective Dose Reguinep TO 
Cause Gastric INACTIVITY IN 32 PATIENTS 


Route of Administration 


Intramuscular Oral 
i 0) I I I I I I I I 
25 I I 
Z 0 I I 
= 15 I I I \ 4 \ \ \ I 
10 I I I I 
E 5 \ 


I—Gastric Inactivity 
A—Castric Activity 


seven; 65 minutes in two; and 70 minutes in one. The route of administration 


of the drug did not seem to influence its duration of action (Fig. 2). 


Errective Reguinep TO Propuce Gastric INACTIVITY 


Once the time required for the anticholinergic medication to become 
effective was established, a study was undertaken to determine the minimal 
effective dose, This dose is the minimum amount of the drug that would cause 


cessation of visible gastric peristalsis in an average human subject. 


Eighteen patients were investigated using the intramuscular method of 
administration. We first started with relatively large doses of 30 mg. and then 
progressively made 5 mg. reductions in the dosage of subsequent cases, until 
no effect on gastric peristalsis was observed. Gastric inactivity was produced 


in two individuals receiving the 30 mg. doses; in two with 25 mg.; in two with 
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20 mg.; in three out of four with 15 mg.; in four out of four with LO mg.; and 
in none out of four with 5 mg 

\ comparative study was done, evaluating the oral method of administration 
Fourteen individuals were observed. Complete gastric inactivity was induced in 
six receiving a 30 mg. dose. The same result was obtained, however, in only 
one out of eight patients taking 15 mg. In the remaining seven, no visible change 


in peristalsis was observed (Table I 


Some color changes of the mucosa were observed in a small percentage of 
the cases. The change consisted of a varying degree of fading of the normal 
orange red to pink. This phenomena was seen in only 12 out of 29 cases where 


gastric inactivity was induced 


CONCLUSION 


Gastroscopic observations show that Pro-Banthine, when administered in 
adequate doses will cause relatively complete gastric inactivity. Gastric peristalsis 
stops rather suddenly and leaves the stomach in a relaxed state. At the same 
time, the rhythmic (pyloric function) opening and closing of the pylorus ceases 
and a relative paralysis ensues. This ability to cause gastric motor inactivity 
offers a reliable method for testing anticholinergic drugs in humans. In some 
instances, the anticholinergic drug will also cause a fading of the orange-red 


color of the gastric mucosa. 


The minimal effective dose varies with the mode of administration. Uniform 
cessation of peristalsis was obtained with only 10 mg. when given intramus 
cularly, whereas, as much as 30 mg. had to be used orally to obtain the same 
effect. 


The length of time required for the drug to become effective was also 
dependent on the mode of administration. It took approximately 6-7 minutes 
when the medication was given intramuscularly and as much as 15-25 minutes 


when taken orally. Increased dosage did not seem to affect these time factors 


An important aspect of this study was the determination of the duration 
of action of the drug. Complete gastric inactivity lasted approximately 1 hour 
to 1 hour and 10 minutes. For an additional few minutes, diminished peristalsis 
was observed, then normal gastric activity ensued. Increased doses did not 


f 


prolong the action of the drug. Both the intramuscular and oral route 


administration resulted in approximately the same duration of action 
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DISCUSSION 


Dr. Sydney Rothbart ( Brooklyn, N. Y.):—1 should like to ask Dr. Barowsky, 
since we know from Wolff's work with his fistula case, about the psychosomatic 
effects on the stomach, and certainly know even in skilled hands, that the 
presence of the gastroscope is a foreign body and produces trauma and appre- 
hension, how much percentage of error did you give to the use of this instrument, 
changes of color, and things of that sort, and trauma. In the presence of a 


gastroscope some interference with normal function must be produced. 


Dr. Barowsky:—It is apparent that the introduction of any foreign body in 
the stomach, as the gastroscope, may produce some changes, but in this par- 
ticular study there is no interference with our investigation, for the reason that 
the introduction of a gastroscope may stimulate peristalsis and not diminish it, 
and we were concerned primarily with relaxation of the stomach and producing 
complete gastric inactivity. After doing approximately 7,000 gastroscopic exam- 
inations, | cannot recall an instance where actually complete relaxation was 
obtained in the stomach by the introduction of a gastroscope. 


Dr. Rothbart:—1 had in mind that you needed twice the dose, 30 mg. to 
produce this relaxation, which may have been due to the fact that the presence 
of the gastroscope was producing hyperperistalsis and that is why you had to 


have twice the advocated dose; that might be one idea. 


Dr. Barowsky:—As 1 stated in my paper, some of my findings were corrob- 
orated by Dr. Almy, investigating the sigmoid area, who had to use three times 
the recommended dose. My cases were in most instances selected patients that 
| had gastroscoped several times before, and they were willing to come back 
and have the examinations done again. I don't believe there was a factor of 


increasing peristalsis in these individuals. 


Dr. Cecil Mantell (Staten Island, N. Y.):—1 should like to ask Dr. Barowsky 
it he has repeated his experiment following the use of Belladonna and atropine? 
If he has, what was the optimal doses of these drugs which he found to be 


effective? 


Dr. Barowsky:—Routinely in doing gastroscopic examinations every patient 
is given atropine sulfate gr. 1/150 to counteract the vagal reflex. | have admin- 


istered that routinely to at least five thousand patients. | have never observed 


— 
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complete gastric inactivity resulting from the above medication. There may be 
some slowing down of gastric peristalsis, but the only way I was able to obtain 
complete gastric motor inactivity was to use the anticholinergic drug in adequate 


doses. 


Dr. Heinz Eisenstadt (Port Arthur, Tex What dosage of Pro-Banthine 


would you recommend and how often would you use it? 


Dr. Barowsky:—The scope of this paper does not permit me to go into 
detail concerning the clinical application. We have, since then applied ou 


findings clinically, and the results have been unusually gratifying 


From our results | would say that one should prescribe at least twice the 
dose that is recommended by the manufacturers, that is, at least 30 mg. should 


be used when you want to obtain a physiologic effect 
Dr. EKisenstadt:—How often? 


Dr. Barowsky:—You can readily surmize that if the duration of the action 
of the drug is only one hour, you would necessarily have to use it much more 


frequently than it is recommended. 


Dr. James B. Hammond (Indianapolis, Ind.):—1 should like to ask Dr 
Barowsky if he has extended his studies on the duration of the effect of Pro 
Banthine to include doses above the minimal effective dose. | am especially 
interested to know if there is a longer effect, and I should also like him to 
comment on what other clinical evidences of parasympathetic blockade were 


observed clinically in the patients, with the dosages he was using 


Dr. Barowsky:—Increased dosage did not in any way alter the duration of 
action; in other words, if I gave 30 or 40 mg., the duration of action still was 
constant. Apparently elimination or destruction of the drug is very rapid and 


the effect was just the same. 


As far as other effects are concerned, | assume you mean side-effects. We 
have observed very little disturbance resulting from side reactions, except from 
one type of effect, and that was xerostomia. It was annoying to some of our 


patients. 


INITIAL HEMATEMESIS 


BERNARD J. FICARRA, M.D., F.A.C.G.° 


Roslyn Heights N. } 


Gastrointestinal bleeding is always a serious situation. So serious is this 
type of bleeding that both the medical and surgical literature is replete with 
articles on this subject. The causes for this bleeding may be due to one or 
several of many different type lesions. The bleeding site may occur anywhere 
from the esophagus to the rectum. The passage of gastrointestinal blood 
per rectum is classified as melena or hematochezia and the vomiting of blood 


maT 


Fig. |1—Drawing illustrating the common causes of gastrointestinal hemorrhage. The expul- 
sion of blood from the mouth is hematemesis and the passage of blood through the 
rectum is melena. Taken from Chapter 28 by C. B. Ripstein, M.D. in Emergency 
Surgery by B. J. Ficarra, M.D. published by F. A. Davis Co, Philadelphia 

is given the name hematemesis. The accompanying diagram (Fig. 1) presents 

a pictorial review of the commonest causes for gastrointestinal bleeding. 

In this essay thought will be given to hematemesis with special reference 
to initial hemorrhage and the gravity of the pathology underlying this first gastric 


*Director of Surgery, Roslyn Park Hospital, Roslyn Heights, N. ¥ 
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hemorrhage. Unfortunately, there are very many internists and surgeons who still 
preter conservatism in the management of the gastric hemorrhage patient who 
bleeds for the first time. There are still others who believe that a decision for o1 
against surgery resides within the patient’s age group. Surgery has been advised 


more quickly in the older age group and conservatism is advocated often for the 


vounger adults with an initial gastric hemorrhage 


In the management of patients with initial hematemesis one must judge 
for himself what the preferred course of therapy should be. Most often a decision 


for or against operation is based upon personal experience. All surgeons are 


Fig. 2 Fig. 3 
Fig. 2—Barium gastric study of patient described as Case 1. Gastric ulcer found in lesser 
curvature. This x-ray was taken in May 1953 after the patient had recovered from 


her initial gastric hemorrhage 


Fig. 3—Roentgenogram of the stomach of the same patient as figure 2 showing an increase 


in size of the ulcer. This x-ray was taken three months after the one shown in figure 


entitled to their own routine and an “open mind” should be maintained by the 
nonconformist. This respect for the other fellow’s opinion is a characteristic at 
tribute of the American surgeon. So too, in this problem of initial hematemesis 
some of us have arrived at a definite conclusion and in most cases prefer surgery 
to conservatism. Few there are who regret operating as soon as possible for 
initial gastric hemorrhage: but there are many surgeons who regret operating 


too late. 


Early operation for initial gastric hemorrhage is advocated for many reasons 


The literature abounds in voluminous articles substantiating these reasons 


566 THE AMERICAN JOURNAL OF GASTROENTEROLOGY 


Kach author gives his reasons and fortifies his statements with case reports 
and similar data. In this presentation surgery is advocated for a new reason, 
namely, that the underlying pathology often is more serious than might have 
been suspected from the history or clinical picture of the patient. Succinctly, it 
may be stated that initial gastric hemorrhage is usually associated with major 
underlying pathology and surgical intervention is often the preferred method 
of identifying and removing the offending pathology. On occasion the failure to 
remove the cause for an initial gastric hemorrhage may result in subsequent 


hemorrhagic episodes with the frightening possibility of an associated mortality. 


Fig. 4 Fig. 5 


Fig. 4—Barium x-ray of stomach of patient described as Case 2. Upper arrow indicates a 
duodenal ulcer. Widening of the mucosal pattern is noted, At operation duodenitis 
and gastritis plus the ulcer were present 

Fig. 5—Roentgenogram of patient described as Case 3 showing irregular appearance of the 
gastric antrum Operation revealed carcinomatous changes in the ulcerated area 


The following case studies illustrate the point in question and evidence is 
offered in support of the premise that surgical intervention for initial hemate- 
mesis of gastric origin is the procedure of choice for most patients deemed 


operable 
Case REPORTS 


Case 1:—Miss M. C., a 42-year old factory supervisor, had a gastric hemor- 
rhage for the first time in May 1953. She was hospitalized and treated success- 
fully. Part of the treatment consisted of six transfusions of whole blood to 
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combat the blood loss. Her past history was negative for gastric disease. A 
barium study of the gastrointestinal tract performed in 1951 during a routine 
study was negative. After the patient recovered from her initial bleeding a 
barium x-ray was taken of her stomach and duodenum which revealed a gastric 
ulcer (Fig. 2). 

This patient was advised to have a gastric resection but she preferred to 
return home in order to enjoy a summer holiday. She did promise, however 


that she would return for future surgery. This she did in August 1953. Another 


ere 


Fig. 6—Barium x-ray of stomach showing antral gastritis pvylorospasm duodenitis with 


ulcerations and gastritis in the patient described as Case 4 


gastric series was taken preoperatively which showed a marked progression 


of the ulcer, 


The patient was subjected to an exploratory laparotomy. Gastric carcinoma 
was found and a total gastrectomy was performed. The patient was dis« harged 
from the hospital on a liquid, gruel and jello diet. The diet was gradually in 
creased so that at present she tolerates soft foods. On occasion she has an 
episode of vomiting following meals which consist of meat. At the time of 
this writing (February 1954) she has lost 2 Ibs. She is not uncomfortable and 


is ambulatory 
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Case 2:—Mr. S. K., a 38-year old postal clerk, was hospitalized for a gastric 
hemorrhage in June 1953. He was treated conservatively and then discharged 
from the hospital Subsequently he was treated medically with diet and banthine 

later he was given pamine. In August 1953 he had an exacerbation of pain in 
spite of diet, drugs and -Amphojel. At that time he was seen in surgical con 
sultation for the first time. Barium studies were made of the stomach and 
duodenum which showed a duodenal ulcer and marked gastritis 


Fig. 7—Operative specimen illustrating a benign duodenal polyp contained in a diverticulum 


(wooden probe marked by arrow which caused repeated hemorrhages into gastro 
intestinal tract plus hematemesis. Patient was a 46-year old female who had a previous 
gastrectomy for an initial hematemesis. Bleeding continued after her operation. Post 
operative x-rays of stomac h failed to dis lose any lesion Duodenum opened at second 
operation and findings were as illustrated 


The patient was advised to have surgery and was hospitalized. A gastric 
analysis was performed which revealed a marked hyperchlorhydria. The patient 
was prepared for and subjected to a subtotal gastrectomy plus vagotomy. The 
operative diagnosis was duodenal ulcer, duodenitis and gastritis. This patient 
had an uneventful recovery and was discharged two weeks after surgery. He 


is well and has returned to his former occupation. 
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Case 3:—Mr. B. B., a 43-year old male store clerk, was seen for the first 
time in August 1953. His complaints were of several weeks duration. These were 
epigastric pain and hematemesis. The hematemesis was not severe. His family 
physician kept him at home on a diet, antispasmodics and bed rest. Two weeks 
after his bleeding episode the patient was subjected to complete studies of his 
gastrointestinal tract. These films revealed antral ulcerations and 20 per cent 
gastric retention 

Surgery was performed after a preoperative regimen. Diffuse multiple 


ulcerations in the antral region were found. A frozen section revealed carcinoma 


Fig. S—Roentgenogram of a pseudodiverticulum of the stomach in a 50-year old man with a 


perforating gastric ulcer found at operation. Patient had a previous history of hema 


temesis. This type of x-ray picture resulting from a penetrating ulcer has been 


called Haudek’s niche 


tous changes in the ulcerated areas. The regional lymph nodes were negative 
The pathologist did not see any invasion He believed the carcinomatous 
process to be an early one and sufficiently well localized to allow a high two 
thirds subtotal gastric resection. This was performed and the patient had an 


uneventful recovery 


Case 4:—Mrs. M. M., a 60-year old housewife, had a long history of epi 


gastric distress, intolerance to coarse and spicy foods. She medicated herself 
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with home remedies and did not consult a doctor until she had a gastric hemor- 
rhage. She was treated at home by her family physician because she refused 
hospitalization. She recovered from this initial hematemesis after receiving 
two blood transfusions at home. Two months later (September 1953) she was 
seen as an office patient. Her complaint at that time was persistent epigastric 
pain. A barium swallow was given which revealed antral gastritis, pylorospasm 
and duodenitis with ulcerations. This patient has refused any surgical therapy. 


Fig. 9—Barium study of the stomach showing a penetrating gastric ulcer of lesser curvature 
The patient is a 57-year old man who had one episode of hematemesis (Case 7). He 
has refused surgery and is now being treated medically 


She is under the care of a competent gastroenterologist. The possibility that 
carcinoma may develop in this patient has been considered and the family has 


been so informed. 


Case 5:—This patient was a 46-year old housewife who had a severe gastric 
hemorrhage while in Europe. A subtotal gastrectomy was performed at that time. 
After residing in America for several months she experienced another episode 


of bleeding for which she was hospitalized. The patient was prepared for 
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surgery via multiple transfusions to combat shock and an exploratory laparotomy 
was pertormed. The findings at operation showed that the stomach and small 
intestine were filled with old and recent blood. Apparently the previous opera 
tion was an exclusion procedure because one-third of the distal stomach re 
mained attached to the duodenum. This gastric segment was opened and a gush 
of blood emanated from the area. The blood was suctioned away revealing a 


large polyp in a duodenal diverticulum (first portion ) 


The bleeding apparently 
arose from an ulcerated area on the polyp. The distal gastric remnant and first 


Fig. 10 Fig. 11 
Roentgenogram of stomach of patient described as Case 8. The 


patient was a 65 
year old man with proven carcinoma of the 


stomach. His history was of three 

weeks’ duration with one episode of hematemesis. He died three days following a 
total gastrectomy 

Fig. 11—Gastric x-ray of a 52-year old man with initial hematemesis 6 months ago. He 

refused surgery. This x-ray was taken three weeks after his hemorrhage. In addition 

to a duodenal ulcer there is marked gastritis, This photograph shows diffuse gastritis 

throughout the entire stomach, Since this x-ray was taken the patient has had 


more episodes of serious bleeding. He refuses surgery (Case 9) 


two 


portion of the duodenum were resected. The patient had a stormy postoperative 
course and expired on the sixth postoperative day 


Case 6:—A 50-year old man, who had no severe complaints excepting 
Hatulence and “belching” after meals, was seen as a hospitalized patient. These 
symptoms were so frequent that he accepted them as part of his postprandial 
digestive process. His symptoms did not perturb him until he had an episode 
of hematemesis. Although this hemorrhage was not a severe one, he sought 
hospital care. After several weeks had passed a barium swallow demonstrated 


a pseudodiverticulum of the stomach due to a perforating gastric ulcer. The 
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yatient was operated upon and a very high subtotal gastric resection performed 
| | 


for a benign gastric ulcer. He had an uneventful recovery. 


Case 7:—A 57-year old laborer had no illnesses until he experienced one 
episode of hematemesis in October 1953. He was hospitalized and treated with- 
out surgery. Following a subsidence of symptoms a barium study of the upper 
gastrointestinal tract was performed. This revealed a duodenal deformity con 
sistent with ulceration. The more interesting finding, however, was an ulce1 
high on the lesser curvature of the stomach. The patient has consistently 


refused surgery and is now under the guidance and care of a gastroenterologist. 


Fig. 12 Fig. 13 


Fig. 12—Roentgenogram of the stomach of a 63-year old housewife with initial hematemesis 
This x-ray shows a diverticulum in the second portion of the duodenum, Other 
x-rays demonstrated a duodenal ulcer and a hiatus hernia (Case 10) 

Fig. 13—Barium studies of the stomach of the patient described as Case 11. This film demon 
strates “stump” gastritis and inflammation at the site of anastomosis, This x-ray was 
taken three weeks following initial hematemesis and five years after a subtotal 
gastrectomy for an obstructing duodenal ulcer (Case 11) 


Case 8:—A 65-year old man had a slight episode of hematemesis. He was 
treated at home by his family doctor. Three weeks later a barium study of his 
stomach was performed (cf. Fig. 10). This x-ray study revealed a gastric 
carcinoma, After an adequate preoperative preparation, he was operated upon 
The distal half of the stomach was involved with carcinoma. A total gastrectomy 
was performed He had a stormy postoperative course and expired on the 
third postoperative day 


Case 9:—A 52-vear old auto salesman had an initial episode of hematemesis 


six months ago. He was hospitalized and surgery was advised at that time but 
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he refused. Barium studies performed six months after his initial hemorrhage 
demonstrated diffuse gastritis in addition to a duodenal ulcer. Since these 
x-rays were taken, the patient has had two episodes of bleeding which were 
not severe enough to be called a hemorrhage. In spite of all this bleeding he 


persistently refuses to be subjected to surgery 


Case 10:—A 63-year old housewife was hospitalized for initial hematemesis 
In addition to the bleeding she had a simultaneous acute coronary occlusion 
For this reason she was treated conservatively. Treatment consisted in three 
blood transfusions (500 ¢.c. each). Following the subsidence of the bleeding 


a barium study was made of her stomach. The x-rays demonstrated a hiatus 


Fig. 14 Fig. 15 

Fig. 14—Barium studies of the jejunum of the same patient as described in figure 13. This 
film shows a “saw-tcoth” pattern indicative of jejunitis. This jejunal involvement is 
associated with the gastritis visible in figure 13 

Fig. 15—Barium studies of the stomach and duodenum of the patient described as Case 12 
This photograph shows two large duodenal diverticuli. The patient has refused 


surgery 


hernia, duodenal ulcer and a diverticulum in the second portion of — the 
duodenum. Although the exact site of the hemorrhage is not definitely estab 
lished because of the presence of several lesions, nevertheless this case study 
substantiates the primary purpose of this paper; namely, that initial hematemesi 
usually indicates the presence of serious underlying organic pathology The 


patient was discharged from the hospital on a medical regimen 


Case 11:—A 55-year old barber was operated upon by me in 1948. At that 
lime a subtotal gastrectomy was performed for an obstructing duodenal ulcer 
(no vagotomy). He was followed for two years after surgery and was free 


from any distress. He was not seen again until October 1953. His complaint at 
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that time was an initial hematemesis of moderate severity which subsided 
after two days. Since his operation his history is one of dietary indiscretion, 
heavy cigar smoking and moderate indulgence in alcoholic beverages. After 
the subsidence of the initial bleeding a barium willie was administered. The 
roentgenograms revealed diffuse gastritis in the residual stomach (stump gas- 
tritis), inflammation at the anastomotic site and in the jejunum (jejunitis). At 
the present time the patient is being treated medically. 


Case 12:—A 57-year old man was admitted to the hospital as an emergency 
patient because of hematemesis. His red blood count had fallen to 2,900,000 and 
his hemoglobin was 60 per cent. He was advised to have an operation but he 
refused to consent to surgery. He was therefore treated conservatively and 
responded well to therapy. Several weeks after he was discharged from the 
hospital a barium study was made of his upper gastrointestinal tract. These x-rays 
demonstrated two diverticuli in the desce nding portion of the duodenal horse- 
shoe. The patient was discharged to his family physician who has reported 
that no further complaints have been in evidence. 


COMMENT 


Twelve instances are presented in which patients with an initial gastric 
hemorrhage of varying severity were found to have serious underlying gastric 
pathology. The pathology encountered ranged from duodenitis and gastritis to 
peptic ulcer and gastric carcinoma. Almost all of these patients had a similar 
history of questionable serious gastric complaints until the onset of hematemesis. 
These case reports indicate that one episode of gastric hemorrhage often indi- 
cates the presence of severe underlying gastric pathology. Such patients should 
be considered as surgical problems, with surgical intervention strongly sug- 
gested in those patients where there is indication for it. The surgical intervention 
may be immediate or temporarily delayed. Prolonged medical therapy for six 
to twelve months is not advocated because of the danger of a recurrent hemor- 
rhage. Moreover, what is equally important the cause for the hematemesis 
may be serious organic disease, such as a perforating ulcer, severe gastro 


duodenitis or cancer. 
SUMMARY 
1. Attention is called to initial gastric hemorrhage. 
The cause for the hemorrhage may be serious organic gastric pathology 
as seen in most of the patients reported here. 
3. Initial hematemesis is a surgical problem and conservative treatment as 
a prolonged regimen is not advocated because if the pathology is serious enough 
to initiate bleeding, it is serious enough to be removed. 


1. It is preferable to operate too often for hemorrhage rather than to operate 
too late. 


ROENTGENOLOGICAL STUDIES OF GASTRIC SECRETION 
IN CHILDREN 


FRANZ J. LUST, M.D., F.A.C.G.° 
New York, N. Y 


During the past years, the roentgenological examination of the upper 
gastrointestinal tract in children has found wide recognition, as demonstrated 
by several reports dealing with duodenal ulcers in children. All those interested 
in this field agree, however, that the roentgenological examination of children 


stomach ot a child vears old 


Fig. 1 —Normal mucosa of the 
is difficult. We have evolved a new technic, which seems to be simple 
as h 


thorough and efficient, and besides, has the advantage of relieving 


as possible the nervous stress and strain of our little patients 


REMOVAL OF NERVOUS STRESS 


It is of the greatest importance that the child should not be nervous or 


frightened before coming to the examination. This demands the greatest co 


* Assistant Visiting Roentgenologist, Bellevue Hospital, New York City 
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operation on the part of the parents and the referring physician. They should 
emphasize that the examination is not painful, that it will be performed in good 
bright light. A child who needs a roentgenological examination of this kind 
has not been sick for just one day, but probably has a prolonged history of 
illness and has become apprehensive. We are fortunate that the roentgenological 


examination of the upper gastrointestinal tract is performed without pain or 


| 


Fig. 2—Stomach in erect position, A normal amount of gastric secretion is present above the 


dense barium shadow. Child 8 years old 


discomfort. This fact should be made clear to the child and to the parents 
The examination of children is different from that of adults. 
TECHNK 


The child drinks two ounces of diluted, chocolate-Havored barium sus 


pension then has to lie on a soft couch for a few minutes on each side. Only 
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now do we have the child lie on the roentgen table. A film in prone position 
shows the mucosal pattern of the stomach (Fig. 1 An advantage is that by 


this time, the pylorus has opened. The delayed opening, frequently met if the 


Fig. 3 Apparatus for fluoroscopy in normal light, shielding the eves of the examines Bello 
scope Ampere X-Ray Co., New York City 


examination is begun with fluoroscopy, is thus eliminated. This delay in the 


filling of the duodenum may be an entirely functional one, often due to anxiety 


Fi 


4—Normal duodenal cap in a child of 8 years 


Another 3 ounces of barium is now administered and films are taken in prone 
prone-oblique and erect positions (Fig. 2 The films are reviewed and the 


experienced physician sees most of the normal and abnormal features of the case 
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Up to this time, the roentgen room can be kept in normal light. The exam- 
iner now uses a head fluoroscope, which, shielding his eyes against the light, 
enables him to fluoroscope the patient in bright light (Belloscope), (Fig. 3). 
The child is entirely unaware of what is going on. As the physician has seen 
the films, only a very short time for fluoroscopy is needed. A film of the stomach 
and small intestines ends the morning session and the patient is allowed to have 
breakfast. Two and six-hour films are taken. In case of the necessity for spot 
films (Fig. 4), these can be taken in red light which is not as frightening as 
complete darkness. Today’s fluoroscopic screens are so well perfected that it 
is easy to localize the duodenal cap in slightly subdued light. 


STUDIES OF THE GASTRIC SECRETION 


The secretory changes of the stomach can be studied by taking a gastric 
analysis. This procedure is not too frequently used in children as the swallowing 


A 

Fig. 5 Fig. 6 Fig. 7 

Fig. 5—Increased gastric secretion seen above the dense barium shadow compared to the 
sedimentation in the test tube. Case of duodenal ulcer in a child, 7 years old 


Fig. 6—Increased gastric secretion compared to the small amount of sedimentation in the glass 
Duodenal ulcer in a child, 7 years old 


Fig. 7—Roengenological appearance of mucus, Note the mottled appearance espec ially in the 
upper part of the stomach, Duodenal ulcer. 


of a tube is not pleasant for them. Of course, this is the most accurate way. 
Roentgenologically, just by drinking a contrast substance, it is easier to study 
the amount of secretion. The empty stomach, normally, contains a very small 
amount of secretion, If we take a film in erect position approximately 20 
minutes after administration of barium, at the end of the routine roentgenologi- 
cal examination we are able to see an area of diminished density above the 
barium shadow. We have already studied this phenomenon in adults and have 
found that it represents the secretion due to the stimulus of the ingested 
contrast substance 
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Fig. 8—Roentgenogram of mucus mixed with a barium suspension. Note the mottled appear 


ance, as the mucus does not mix homoge nously with the contrast substance 


In one of our tests, at the beginning of the examination (Fig. 5), we poured 


some of the routine barium suspension into a test tube. Twenty minutes later 


Fig. 9—Mucus in a 4-year old child with gastric distress after oral administration of antibiotics 
Note the mottled appearance 
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a film taken in erect position, showed the barium in the test tube to the left 
of the stomach. There was within a layer of diminished density above the 
barium, representing the sedimentation of the contrast substance. The stomach, 
however, showed a broad layer of diminished density above the barium. 
This represents the amount of gastric secretion within 20 minutes. A different 
test was performed, as the small amount of sedimentation in the test tube 
might have been due to the adhesive forces of the narrow tube. This time. a 
normal glass was used (Fig. 6), which had approximately the diameter of the 
stomach. Here again, the sedimentation inside the glass reproduced on the 


Fig. 10—Mucus in the stomach in a case of gastric distress in the presence of a chroni¢ 
postnasal drip Note the mottled appearance 

same film with the stomach, showed a small amount of sedimentation. In the 

stomach of this seven-year old patient, a heavy layer of secretion above the 

contrast substance is visible. 

This is a very simple method to measure the amount of gastric secretion 
The method is not disagreeable, even to difficult patients, and to a large extent, 
is able to supplant the use of a gastric tube. These studies give results similar 
to those on adult patients previously published. 

The second part of the examination is the study of the gastric mucosa. 


Normally, the folds are readily outlined. The rugae are of even size and caliber 
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reaching from the cardia to the pylorus (Fig. 1). They are slightly tortuous and 
clean-cut. In pathological cases, the folds can be seen, but the contrast sub 
stance shows small circular shadows. In an adult, we took some gastric con 
tents, which contained a large amount of mucus. We tried to mix the mucus 
with barium and took a roentgenogram (Fig. 8). This showed that the barium 
did not mix homogenously with the mucus, but produced the same mottling 
effect as seen in mucosal studies. Therefore, it seems that the mottling is due 
to the presence of mucus in the stomach. Increased amounts of visible mucus 
seems frequently to be associated with some form of gastric hypersecretion. In 
cases of gastric distress after ingestion of antibiotics (Fig. 9) and also in the 
presence of postnasal drip, similar roentgen findings were observed (Fig. 10) 
No other signs of pathology were found and it was concluded that the presence 


of increased visible mucus was the cause of the gastric distress 


(ONCLUSION 


A new technic for the roentgenological examination of the gastrointestinal 
tract of children has been presented. The technic starts with the assurance to 
patients and parents that no pain or stress in involved. The technic primarily 
relies upon roentgenograms taken in different positions and the reduction of 
fluoroscopy to a bare minimum. Fluoroscopy is performed in normal light with 
the physician using an eye-shielding apparatus ( Belloscope, Ampere Co.). The 
child is entirely unaware and unapprehensive of this procedure. The use of 
spot films is stressed in order to study the very rapid motility of the duodenum 


in children. 


This simple roentgenographic method enables us to study not only 


morphology, but also function, such as secretion, and gastric mucus production 


Increased amounts of gastric secretion is a well-known factor in peptic 
ulcer and preulcer conditions. Therefore, if increased amounts of gastric secre 
tion are found, a restudy may eventually demonstrate the presence of an ulcer 
We should like to draw the attention of the pediatrician to the observation and 
demonstration of increased, visible, gastric mucus. This phenomenon was ob 


served in cases of ulcer postnasal drip and after oral administration of antibiotics. 


Only prolonged clinical studies will reveal the significance of increased 
gastric mucus. Functional studies of the gastrointestinal tract are of the greatest 
importance in children, as functional changes tend to develop into organic 


pathology in later life 
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GASTROSCOPIC VISUALIZATION OF THE LESSER CURVATURE 
OF THE STOMACH WITH THE NEW ROTATING TABLE 


COLEMAN C, JOHNSTON, M.D 


Lexington, Ky 


Because of our interest in the lesser curvature of the stomach we, as gas- 
troscopist, have suffered many frustrations. At least in our own experience 
part of this pathway has until recently fallen into the category of a blind area. 
For this reason, it would seem practical to review briefly an experience which, 
for us, has rolled back this curtain to expand our horizon so that, with almost 
regularity, we are able to follow the entire course of the lesser curvature, as 


well as visualize much of the upper posterior wall. 


By means of a rotating table designed and built under our direction by 


Dr. Karl Lange, Professor of Aercnautic Engineering at the University of 


Fig. | Fig. 2 


Fig. 1—The patient with head extended is fixed in place on the rotating gastroscopic table 
She is facing the ten o'clock position, The nine o'clock position corresponds to the 
conventional left lateral position ordinarily used in  gastroscopy. 


Fig. 2—The rotating gastroscopic table is shown facing the six o'clock position, The 1/20th 
horsepower motor controlled by a double circuit switch is well able to rotate a 
230 pound man 


Kentucky, we have through persistence and luck, stumbled on to this inter- 
esting technic. As seen in the accompanying illustration, a patient reclines on 
the rotating table and is fixed in place with “aviation seat belts” over the chest, 
pelvis and ankles, The patient is then rotated “spit-like” from the supine position, 
clockwise around to the left lateral position, routinely used for gastroscopy. 
This maneuver gives the patient a tri: il run and the examiner an opportunity to 
see that all is in order. The gastroscope is then introduced and the patient 
quickly examined in this position. By means of a double circuit switch con- 
trolling a one-tenth horsepower electric motor, one may rotate the patient in 
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either a clockwise or anticlockwise direction and stop at any desired point in 
the 360 degree circumference. 


In our early experience we fell into the routine of clockwise rotating arrest- 
ing the table at twelve, three and six o'clock, but also observing during the 
rotation. With time it occurred to us that the lower third of the lesser curvature 
seemed to fall away from the gastroscope as rotation progressed from the twelve 
toward the three o'clock position. As the force of gravity still further drew the 
stomach downward with the patient moving through the four, five and _ six 
oclock positions, the middle and lower thirds of the lesser curvature of the 
stomach always presented at some point during the rotation. Encouraged with 
these observations, though at first skeptical of our findings, it became essential 
to prove their certainty. 


It occurred to us that if a Miller-Abbott tube was introduced the day before 
examination and the tip visualized with the fluoroscope to be well down in the 
duodenum, then it could be fixed by inflating the balloon. With traction applied 
the tube could then do nothing more than hug the lesser curvature, the shortest 
distance between the duodenum and the esophagus. At gastroscopic examination 
with the Miller-Abbott tube thus anchored and the patient on the rotating 
gastroscopic table, we were able to follow the tube with ease from the pylorus 
along the entire course of the lesser curvature and see it actually enter the 
esophagus. The greater part of this gratifying experience occurred during the 
rotation between the two and six o'clock position. Incidentally, we have also 
observed that at about five o'clock, the pylorus can, in our experience, be seen 
in its entirety far more often than in the conventional left lateral position, also 


more of the posterior wall is seen. 


On withdrawing the Miller-Abbott tube from the duodenum during this 
study, the balloon was deflated and when the thought occurred to us that the 
withdrawal should have been made with the balloon inflated, it could not 
re-introduced. 


In view of the difficulty encountered in establishing the diagnosis of the 
channel ulcer, this maneuver would seem of practical interest 


The possibility of evaginating proximal duodenal mucosa, presents further 
fascinating fields for consideration. Could the early anterior superior or inferior 
wall duodenal ulcer be evaginated into view. Could any of these or even the old 


fixed posterior wall ulcer be seen through an inflated transparent balloon? 


We have not as yet had the opportunity to further explore these intriguing 
possibilities 


Our Regional Meeting in Memphis is 
now history, and marks another milestone of 
accomplishment for our College. Credit goes 
to Dr. John E. Cox and Dr. E. G. Campbell 
for their splendid management, and to the 
excellent essayists, who contributed so much 


to make it possible 


The various committees and the Trustees 
gathered a little early for informal discussions, 
in order to expedite the regular meeting of the Board. Dues, fees, and 
credentials were carefully reconsidered, and schedules set up for the 
review and approval of the Fellows at the Chicago meeting. You will 
receive notes on the action of your Board of Trustees very soon and, 
it is hoped, you will like them. 


Dr. Kirchner and his committee have now completed the program 
for the Chicago meeting. It has been reviewed, and unanimously ac- 
cepted by the Board. 


Dr. Wirts and his committee still have a few details to perfect on the 
Postgraduate Course, which in turn promises to be one of the best we 
have ever had. | hope you will take this occasion to block out the time 
to include the course in your Chicago sojourn and, I hope, you will 
induce your friends to do the same. The discussions by Drs. Wangen- 
steen and Snapper following each speaker, are something you cannot 


afford to miss. The sound opinions of these men, is basic to our effort. 


It is obvious that our College is growing stronger, and that our 
membership at large is catching the keynote of successful production. 
We must evaluate progress at intervals, and this must include individuals 
in responsible positions. Their advice and judgment must temper our 
every action. On that basis, we can always perpetuate our committees 


with experienced men, and our objectives will be better attained. 


Our College needs workers in the younger age brackets, men with 
ideas, and the fire to develop them. Let us know who and where you are 
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NEWS NOTES 
Dr. SAMUEL RECEIVES PLAQU! 


Samuel Weiss, M.D., F.A.C.G., Editor-in-Chief of THe AMERICAN JOURNAI 
OF GASTROENTEROLOGY since its inception in 1934, was signally honored by the 


New York Academy of Gastroenterology on the occasion of his 70th birthday 


At the Annual Meeting of the New York Academy of Gastroenterology, the 
New York affiliate of the American College of Gastroenterology, held on 16 May 
1955, Dr. Weiss was presented with an illuminated plaque. The plaque, which 
contained a set of resolutions recognizing Dr. Weiss’ 70th birthday and _ his 
iccomplishments and achievements in medicine generally and in the American 
College of Gastroenterology specifically was signed by Frederic W. Bancroft 
M.D., F.A.C.G., outgoing President; Hyman M. Robinson, M.D., F.A.C.G. out 
going Secretary and William C. Jacobson, M.D., F.A.C.G., Treasurer of the New 


York Academy of Gastroenterology 


Dr. Jacobson presented the award to Dr. Weiss on behalf of the officers and 
members and praised Dr. Weiss’ accomplishments in glowing terms. Over 50 


members of the Academy were present at the Annual Meeting 


Officers elected to serve for 1955-1956 are: President, Franz |]. Lust, M.D 
F.A.C.G.; lst Vice-President, A. X. Rossien, M.D., F.A.C.G.; 2nd Vice-President 
Jerome A. Marks, M.D., F.A.C.G.; 3rd Vice President, Milton ]. Matnzer, M.D 
F.A.C.G.; Recording Secretary, Alexander Slanger, M.D., F.A.C.G.; Correspond 
ing Secretary, Joseph Roger Van Dyne, M.D., F.A.C.G. and Treasurer, William 
( Jacobson M.D., F.A.C.G 


Flowers were presented to Mrs. Weiss on behalf of the Academy as a token 


of appreciation of her graciousness as hostess at the Annual Meeting held in Dr 


and Mrs. Weiss’ home 


The good wishes of Lynn A. Ferguson, M.D., F.A.C.G., President of the 
American College of Gastroenterology and Mrs. Ferguson were extended to D1 
Weiss in the form of a dozen red roses. Other members of the New York Academy 


of Gastroenterology expressed their good wishes in telegrams 


LADIES AUXILIARY 


Mrs. Lynn A. Ferguson, President, Mrs. Elihu Katz, Secretary, Mrs. Joseph 
Shaiken, Chairman of the Program Committee and Mrs. Samuel Weiss, all of the 
Ladies Auxiliary of the American College of Gastroenterology, met in Memphis 
Tenn., on Sunday, 24 April 1955 to discuss plans for the ladies activities at the 
forthcoming Second Annual Convention of the American College of Gastro 


enterology to be held in Chicago, UL, this coming October 
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The tentatively arranged program includes a business meeting on Sunday 
afternoon, 23 October; attendance at the convocation ceremony of the College; 
a tour of the Museum of Science and Industry; a sightseeing tour of Chicago; 
a tour of the world-famous Merchandise Mart; participation in the Annual 
Dinner-Dance of the College and a luncheon and fashion show at the fabulous 
Marshall Fields department store. 


Complete details of this exciting program will be sent to the ladies who are 
members of the Ladies Auxiliary in a letter now being prepared. While all 
ladies are invited to participate, the auxiliary would welcome those who wish to 
join now. Dues are $2.00 a year and they may be sent to the Treasurer, Mrs. 
Louis L. Perkel, 131 Kensington Ave., Jersey City, N. J. 


New FELLOwsuHIP KEYS 


Gastroenterology have been authorized by the Board of Trustees. 


An illustration of the new key is at the left. 
Those who were elected or advanced to Fellowship in the 
4 American College of Gastroenterology since the Annual Meeting 


— of the College in October of 1954, will receive the key without 
( additional charge at the convocation ceremony in Chicago on Sun- 
. day, 23 October 1955. 


@ New Fellowship keys for Fellows of the American College of 


Other Fellows may order the new keys from the headquarters office, 33 
West 60th Street, New York 23, N. Y., at $10.00 each including federal tax and 
shipping charges. 


The reverse side of the key will be engraved with the name and date of 
election to Fellowship. Send your orders in today. 


Iu Memoriam 


We record with profound sorrow the passing of Dr. Philip Ladin, Associate 
Fellow, of New York, N. Y. We extend our deepest sympathies to the bereaved 
family 


ABSTRACTS FOR GASTROENTEROLOGISTS 


ABSTRACT STAFF 
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GASTROINTESTINAL TRACT 


HEMORRHAGE FROM THE UPPER GASTROINTESTINAL TRACT: H. M. Pollard. 
Illinois M. J. 107:1 (Jan.), 1955. 


oy a management of upper gastrointes is highly desirable and uses the Meulen 
tinal emorrhage requires the establishment vrac ht regime with added antacid and anti 
at an early moment of the approximate spasmodics Pranstusions are ot course 
amount of blood loss and the source of the valuable but there is reason to believe that 
hemorrhage. From these the most effective inaSSive rapid transfusion is neither indi 
course of treatment then becomes a matter cated nor desirable and small transfusions 
of clinical judgment and experience. Spe by the drip technic are better. Effective 
cial attention must be paid to the bleeding surgical treatment must be undertaken dur 
patient with sclerotic vessels In” the first 24-48 hours after the onset of 
Mild to moderate hemorrhage may be therapy and is particularly indicated in 
treated with simple conservative methods patients over the age of 60 where there is 
that carry almost no mortality. The author evidence of either continuous bleeding of 
prefers barbiturates for sedation and avoids recurrence of bleeding 
morphine. He believes that prompt feeding Louis A. Rosensiuo 


MASSIVE UPPER GASTROINTESTINAL HEMORRHAGE: ROLE OF EMERGENCY 
SURGERY IN MANAGEMENT: Evan W. Schear, Warner F. Bowers and Benj. H. 
Sullivan. Military Med. 116:109 (Feb.), 1955. 


Patients with severe upper gastrointestinal idequate and rapid blood replacement, de 
hemorrhage seem to fall into 3 groups finitive diagnostic assay such as barium 
(1 Those who continue to bleed rapidly x-ray study esophagoscopy if varices are 
2) Those who bleed intermittently, and suspected and a decision to be made 
3) Those who stop bleeding soon after whether it would not be dangerous to allow 
onset and recover quickly the patient to go without surgery 

The criteria of continuous bleeding are Prompt exploration within 48 hours, with 
the loss of plasma fluid with development ubtotal gastrectomy as the choice opera 
of shock and the drop in hemoglobin and tion, should be done if bleeding continues 


red blood cells wv recurs having once stopped 
The authors recommend an aggressive 


approach to the first two groups, specifically H. M. Ropinson 


LEFT PARADUODENAL HERNIA: H. ©. L. Murray. Canad. M.A.J. 72:263 (15 Feb.), 
1955. 


This case report deals with a left para The fossae in this region have been de 
duodenal hernia. Intraabdominal herniae cribed by Treitz, Lord Moynihan, Wal 
involving the duodenal fossae are rarely deyer and others 
diagnosed — clinically Left paraduodenal In this instance, the patient had under 
hernia is hernia into the descending meso fone an operation four and one-half years 


colon pre viously for the closure of a perforated 
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and “the 
sion was that of small bowel obstruction 
probably 


duodenal ulcer diagnostic 


from postoperative adhesions.’ 


The author makes this observation, that 
the abdominal distention was definitely 
more marked on the left side: and in the 


previous work-up, the barium meal had not 
into the of the liga 
Treitz. In addition, he points out 


been followed region 


ment of 
that x-ray 


examination of the abdomen both 
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in the supine and erect Ositions, is of 
great value in that there is limited mobility 


of the small bowel loops 

Lord Moynihan’s description of the fossa 
is mentioned by the author as is the con 
stant relationship of the inferior mesenteric 
bowlike and to the 


the 


veln 


left of 


superior anterior 


he rnial mass 


InviIN Deutscn 


ESOPHAGUS 


CARDIOSPASM: John FE. Summers. 


Cardiospasm is a nonorganic stenosis of 
the 


which i 


lowermost portion of the esophagus in 
distally travelling 


he 


inflammatory 


coordinated 


peristaltic wave is absent 
thought to be an 
Auerbach’s plexus with a 


cells 


porting cells. Thus a pre pond rance of sym 


Is 
reaction in 
loss of ganglion 


and replacement by interstitial sup 


pathetic control occurs, contracting the cir 
fibers of the the 


esophagus causing stenosis at the site with 


cular terminal 2-3 em. of 


marked dilatation above 
80-90 
successfully 


ondary 


lreatment sted per cent ot 


the cases can be treated by 
dilatation 

A 41 F sound is passed over a previously 
silk thread This is followed by 
dilatation 60 | 


Plummer sound, In 48-72 hours subsequent 


SW illowed 
a second with a 50 or 


dilatations are carried out by a hydrostatic 


dilator 


Am. Pract. & Digest. Treat. 6:44 (Jan.), 1955. 


maintained for a few seconds. If complet 
hydrostatic 
dilatation can be performed in 48-72 hours 
after the first 


usually sufficient 


relief is not obtained a second 


Two or three dilatations are 
for 
Phe success of dilatation depends upon the 
rupture of the circular 
fibers at the stenosing This treatment 
has its dangers. Rupture of the esophagus 


successful treatment 


constricting muscle 


site 


mediastinitis hemorrhage and aspiration 


pre umonitis are not uncommon 


Should dilatation fail, early surgery is 
urged. The majority of thoracic surgeons 
now prefer the Heller Type of operation 
which consists of reaching the cardia 
through a left thoracotomy. An incision is 
made in the esophageal musculature and 


the mucosa is allowed to bulge through this 
opening relieving the obstruction 


with water pressure of 22-24 feet A. |. BRENNER 

AN X-RAY AID TO THE DIAGNOSIS OF RADIOOPAQUE FOREIGN BODIES IN 

THE UPPER INTRATHORACIC ESOPHAGUS: B. S. Epstein. Am. J. Roentgenol. 

73:115, (Jan.), 1955. 

he authors present technics for use where on this film they then obtain lateral neck 
there is a suspected foreign body in the roentgenograms at the he ight of deglutition 
uppermost portion of the intrathoracic his moves the laryngeal cartilages suffi 
lower cervical esophagus They take routine ciently out of the way to make the object 
lateral roentgenograms of the neck, Lf the visible 
suspected object is found the study is 


discontinued, If however, nothing is evident 


DISEASES OF THE 


1955. 


ESOPHAGUS: G, 


Chemotherapy 
changed the surgical technics for dis 
the the 
type diverticula at the cricopharyngeal level 


and Improve d= anesthesia 
have 


eases of esophagus large pulsion 


VAN Dyne 


J. R 


Brindley, Jr. Texas J. Med. 51:57 (Feb.), 


and those of the lower third of the esopha 
op 
In one step 


corrected by a 
safely he 
of the 


gus formerly two-stage 


eration can now done 


The traction typ 


mid ( sophagus 


ABSTRA( 


usually requires no surgical intervention 

Atresia of the esophagus with absence of 
gas in the stomac f indicating complete 
obliteration of the Jumen at some level 
mitigates against a good primary anasto 
mosis, the tracheo-esophageal fistulous type 
een hed by a right extrapleural or trans 


mosis, with ligation of the fistula 


eural route assures good primary anasto 


In achalasis section of the lower eso 
phageal muscularis followed by dilatation 
usually suffices 

Acquired strictures as a rule ure ametia 
ble to dilatation, occasionally an esophago 
gastrostomy ora Roux esophagojejunostomy 
is required 

Benign tumors occur rarely and are 
treated by simple dissection 

Spontaneous rupture of the esophagus can 
be handled as a simple wound with debrid 
ment, closure of the tear and liberal anti 


rs 


biotic therapy 

Cervical cancer has four methods of op 
eration; resection of the lesion and recon 
nection with a skin-lined tube; block dis 
section ot the larynx, cervic al esophagus and 
lymph nodes and substitution of a skin 
lined tube; resection of the lesion and a high 
esophagogastrostomy; simple resection eso 
phageal anastomosis 

Replacement of a mid-thoracic cancerous 
section of esophagus with a plastic tube has 
been used since 1952 after the technic of 
Berman 

Cancer of the lower esophagus usually 
involves the cardia and a left transthoraci« 
gastrectomy with low esophagectomy fol 
lowed by esophagogastrostomy is the op 
eration of choice 

All cancers should receive irradiation 
therapy after extirpation 

J. Epwarp Brown 


STOMACH 


ROENTGEN APPEARANCE OF GASTRIC 


INVASION FROM CARCINOMA OF 


THE COLON: Arnold L. Bachman. Radiology. 63:814-822 (Dee.), 1954. 


This article reports four cases of colonic 
carcinoma invading the stomach. It again 
points out the necessity for studying the 
structures contiguous to the greater curva 
ture of the stomach in those instances where 
filling defects are found 

The salient feature of these extragastric 
neoplasms is that they are in essence intra 
mural tumors. The demonstration, however 


EXFOLIATIVE CYTOLOGY: C. E. Rubin, 
North America pp. 261-280 (Jan.), 1955. 


The study of exfoliative cytology is a 
valuable method for the diagnosis of gastro 
intestinal cancer, which now accounts for 
10 per cent of cancer deaths in the U. $ 
This method is considered to be 85-90 per 
cent accurate when interpreted by ace 
quately trained personnel 

Esophagus:—The collection of cells from 
the esophagus is relatively simple. A Levin 
tube is passed to the level of the lesion and 
after several minutes of lavage with Ring 
er’s solution yields a satisfactory specimen 
It is usually unnecessary to pass a stenotic 
lesion. The specimen should be fixed at the 
bedside to avoid digestion This method is 


of a fistulous tract is a significant factor 
iainst the diagnosis of primary gastric 
intramural growth 
It is of interest to note that three of the 
four cases re porte d showed no evidences of 
lymph node liver or distant metastases at 
the time of operation, despite the extension 
of the coloni growth into the stomach 
Invin Deutscn 


M. lL. Klayman and J. B. Kirsner. M. Clin. 


t pecially valuable when esophagoscopy or 
biopsy is negative or indeterminate The 
ease of esophageal lavage justifies its more 
frequent use but the interpretation of the 
lides must be the responsibility of the 
trained cytologist 

Stomac h 


vastrie cytological studies either an over 


Preparation is important in 


night fast on lavage followed by suction in 
the case of obstruction. The methods em 
ployed ure simple saline lavage in abrasive 
balloon, and a special antral abrasive bal 
loon with a mercury weight. In order to 
make available the cells in the mucus cover 


ing of the gastric mucosa, the mucolvtic 


enzymes papain and chymotrypsin have 
been employed, The material must be fixed 
is SOON as possible bec ause of the digestive 
properties of gastric juice. Cytological 
studies are indicated Ar the diagnosis 
by x-ray and gastroscopy remains uncertain, 
especially in areas such as the cardia and 
the antrum, An exploratory operation may 
he avoided, with radiologic and endoscopic 
examinations repeated to establish the diag- 
nosis. No single method is infallible and 
exfoliative cytology will not help when the 
lesion is intramural or covered with a ne- 
crotic exudate. Gastric cytology is especially 
helpful in differentiating a benign from a 
malignant gastric ulcer. Also by this means 
1 lymphoma may be detected preopera- 
tively 

Duodenum:—These studies are a welcome 
iid in diagnosing malignancies of the biliary 
tract, pancreas and duodenum. The tube is 
passed into the duodenum, Drugs may be 


LIVER AND 


THE PROBLEM OF BILIARY DISINF 


§:17-22, 1953. 


The problem of biliary disinfection has 
not been solved and the new antibiotics 
which are revolutionary in particular do- 
mains have not assisted in solving this prob- 
lem, because the anatomi physiologic con- 
unfavorable. Rendering — bile 
sterile is relatively easy because disinfec- 
tants reach it without difficulty. However, 
bile is continually reinfected in traversing 
the passages, as well as within the gallblad- 


ditions are 


der where it undergoes concentration. The 
walls of the gallbladder are refractory to 
sterilization through medication 

Attempts at obtaining disinfection by 
chemical methods continue in lieu of any 
thing better Included among these are: the 
iodides, methylene blue, menthol, acridine 
derivatives such as trykaflavin, etc. Demole 
states that he has discontinued using these 
drugs but that salicylates and urotropine 
(hexamethylenetetramine ) still. are widely 
utilized 

For the past two years the author has 
employed a_ biliary disinfectant introduced 
commercially as Bilamid. It is the oxy 
methyl-amide of pyridine-3-carbonic acid. 
rhis compound disintegrates in the body 
forming an aldehyde. In aqueous solution 
this aldehyde further decomposes to pro- 
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given to increase the pancreatic and biliary 
secretions. The collection vessels should be 
packed in ice to retard digestion of the 
specimen. 

Colon:—Lesions of the descending colon 
and sigmoid are diagnosed more accurately 
and easily than those of the ascending and 
transverse portions of the colon. The colon 
is mapeeed as for barium enema or sig- 
moidoscopy and about a liter of saline or 
Ringer’s solution is used to lavage the area. 
Cytological examination may be used when 
the diagnosis is in doubt by x-ray, and may 
correctly indicate a benign lesion when 
other procedures suggest malignancy. In 
conditions such as regional enteritis or 
diverticulitis where x-ray suggests possible 
malignancy, cytologic al study may be the 
decisive factor in arriving at the correct 


diagnosis. 


ARNOLD STANTON 


BILIARY TRACT 


‘ECTION: Michele Demole. Therap. Umschau 


duce formaldehyde. The hydrogen ions, 
liberated by this reduction reaction, unite 
with the proteins within the bacterial mole- 
cules and serve to inactivate it. By so doing 
this medication acts as an antibacterial 
agent. 

The author states that Bilamid should 
always be prescribed in large dosage (2 
tablets of 0.50 grams each, three times a 
day for a total of 3 grams) over a relatively 
short period (five to eight days) but should 
again be restarted after a one week lay off; 
a schedule which should be followed for a 
minimum of three months. 

Demole summarizes his detailed  dis- 
cussion by stating: The problem of biliary 
disinfection is complicated by anatomical 
and physiological difficulties and the futility 
of rendering the bile sterile, due to per- 
petual reinfection by residual germs in the 
walls of the bile passages; poor vasculari- 
zation of the callbladder except during at- 
tack of acute inflammation. Acute condi- 
tions require a simultaneous attack upon 
the focal infection located in the intestinal 
canal. Antibiotics do not provide a solution 
for the problem 

The modern method consists of combin- 
ing a cholagogue with a disinfectant capable 


ABSTRACTS 


of establishing a high concentration in the 
biliary passages. The compound Bilamid 
combines — the antisepti of formaldehyde 
with cholagoguic properties of nicotylamide 
producing cellular protection 

Clinical experience has proved that Bila 
mid is the present elective biliary disin 
fectant. The therapeutic results have been 


ACUTE CHOLECYSTITIS IN CHILDREN; 


(15 Jan.), 1955. 


The author reports a case of acute choke 
cystitis in a 6-year old boy, who developed 
crampy periumbilical pain, which later lo 
calized in the right upper quadrant, accom 
panied by moderate elevation of temperature 
and nausea but no vomiting, with marked 
tenderness in the right upper quadrant 
Chest x-ray showed pneumonitis involving 
the right lower lobe. He was placed on 
antibiotics but when the temperature and 


INTRAVENOUS CHOLANGIOGRAPHY: 


72:90 (15 Jan.), 1955. 


The authors discuss the uses of intra 
venous cholangiography with the aid of 
Cholografin, They report 19 patients, 8 of 
whom had had cholecystectomy, with visu- 
alization of the bile ducts in 13 cases (about 
two-thirds Stones in the common duct 
were found In three Cases and confirmed 
at operation. Cholografin showed calculi in 


a gallbladder which had appeared normal 


on two occasions by oral means, and cal 
culi in a second gallbladder which had 
twice failed to visualize 


satisfactory in localized infections such as 
cholecystitis, cholangitis, et« The colon 
bacillus, which is the usual responsible 
agent, is particularly susceptible to attack 
from this medication. Bilamid is notable for 
its rapid onset but is of relatively short 
duration 

RecinaLp B. Weiler 


Hopmans. Canad, M.A.J. 72:127 


white count rose laparotomy was performed 
The findings were an acutely inflamed gall 
bladder with areas of necrosis but no stones 
Acute cholecystitis in children although 
uncommon, must be kept in mind when 
evaluating abdominal pain. More frequent 
is acute appendicitis, especially if the ap 
pendix is high retrocecal, and the 

recently stressed peptic ulcer 
ARNOLD STANTON 


Potvin and J. P. Dugal. Canad. M.A.J. 


rhe patient must be tested for sensitivity 
before using Cholografin and it must be 
injected slowly, otherwise restlessness and 
nausea occur, Cholografin should be em 
ployed when the gallbladder is not visual 
ized by oral means Or when the oral proce 
dure shows a normal gallbladder when there 
positive clinical signs of biliary disease 
main indication is for the visualization 
the biliary ducts 


ARNOLD STANTON 


PANCREAS 


CYSTIC FIBROSIS OF THE PANCREAS 


107:3 (March), 1955. 


Cystic fibrosis of the pancreas is a lesion 
involving the pancreas, broncheal, salivary 
and sweat glands Disease is congenital and 
hereditary. It is progressive, causing partial 
and later complete pancreatic duct obstruc 
tion. Prognosis is good for immediate future 
but poor for long term Symptomatology Is 
varied, 

Treatment—high calorie, high carbohy 
drate and protein, low fat with frequent 
meals. Infants do well on casein hydrolysate 
or dried skimmed milk powder with carbo 


ECCHINOSIS: B. M. Kagan. Illinois M. J. 


hydrates. Vitamin A, D, and K in wpueou 
with A and D twice normal dose Anti 
biotic or sulfonamides depending on iden 
tifying organisms, sensitivity and response 
Prophylactic ally all these children should be 
given a broad spectrum antibiotic such a: 
tetracycline Replacement therapy should 
consist of Viokase or Panteric granules. The 
psychologic al aspect should not be neglect 
ed. Occasionally antihistamines, bile salt 
ind expectorants may be he Ipful 

K. Moncanstrer 
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PANCREATOGRAPHY: H. 
64:325-339 (March), 1955. 


This 


based upon 100 patients who were exam 


article is a most interesting study 


Doubilet, M. 


. Poppel and J. H. 


Mulholland. Radiology 


duct is well demonstrated, 
The authors have shown that 70 per cent 


ined as follows: this procedure was per diodrast produces active trypsin response 


formed at operation or in the postoperative rather than inactive trypsinogen and_ that 
period and consisted of the injection of a the entire pancreatic acinar parenchyma 
radio-opaque (Diodrast) through a_ plastic may be visualized due to increased per- 


tube 


pane reat 


that had been inserted into the 
duct 


a result of the inflammatory 
reaction. It is possible, therefore, to opacity 


main meability as 


ty this method, a) obstructive lesions of the entire pancreas and by this method to 
the pancreatic duct produced by calculi or facilitate the search for adenomas; since 
carcinoma are well demonstrated: b) the adenomas are not connected with the duct 
origin, spread, persistence and treatment of system, the filling defect or negative shadow 
pse udocysts can be followed: c) pathologic al would | im 
changes seen in pancreatitis can be studied hy perins 
In 39 per cent of all cases, the accessory 

THE IN 


TO THIS VOLUME HA 


FROM THIS POSITIO! 


\1 THE BEGINNING OF 
A recent elini 

hospital pati 

followed Up t 

ambulatory continuous arip tnerapy vy tnis 

method. Total relief of symptoms was afforded 


to 44 of 46 patients with duodenal ulcer, gastric 
ulcer and hypertrophic gastritis. 


THE CONVENIENCE (¢ 


The delicately flavored tablets dissolve 
slowly in the mouth (not to be chewed or swal- 
lowed). They are not noticeable and do not 
interfere with speech. 


WITHOUT HOSPITALIZATION 
AND GOOD TASTING, TOO! 


Nulacin tablets are supplied in tubes of 25 
at all pharmacies. Physicians are invited to 
send for reprints and clinical sample. 


HORLICKS 
CORPORATION 
Pharmaceutical Division 
RACINE, WISCONSIN 


*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip 
Method in the Treatment of Peptic Ulcer, Am. J. Digest. 
Dis. 22:67 (Mar.) 1955 

trisilicate 3.5 gr.; 
Mg carbonate 0.5 gr. 


Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; 
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When you specify the Pfizer, antibiotic 
of your choice Stress Fortified with 
the B-complex, C and K vitamins 


recommended by the National Research 


Council, be sure to write ss | a 
iption 


INDEX 


[AS BEEN REMOVED 
ON AND PLACED AT 
THE FILM FOR 
| OF READERS. 


CAPSULES Zou meg 


ORAL SUSPENSION (fruit flavored) S ) 
125 mg./5 ce. teaspoonful 


The minimum daily do ich a — tie (1 Gm. of 
Terramye r Tetrac 0000 1 its cillin) 
Stress Fo rtifie s the patient with ne: stress vi n formula 
tn the National Re neil 
Ascorbic acid, 300m Calcium pantothenat 
Thiamine mononitrat 1 Vit n B, 1 
' Folie acid 

ne 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y 
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Oral MP 202. 


PANCREATOGRAPHY;: H. Doubilet, M. 


64:325-339 (March), 


1955. 


This 
based upon 100 patients who were exam 
per- 
formed at operation or in the postoperative 


article is a most interesting study 


ined as follows: this procedure was 
period and consisted of the injection of a 
radio opaque (Diodrast) through a plastic 
tube that had into the 
pancre atic duct 

By this method, a) 
the pancreati duct produced by calculi or 


well 


been inserted main 


obstructive lesions of 


carcinoma are demonstrated b) the 
origin spread, persistence and treatment of 
pseudoc ysts can be followed: c) pathologic al 


changes seen in pancreatitis can be studied 


H, 


AMERICAN JOURNAL OF GASTROENTEROLOGY 


Poppel and J. H. Mulholland. Radiology 


duct is well demonstrated 

The authors have shown that 70 per cent 
diodrast produces active trypsin response 
rather that 
the entire paren¢ hyma 
may be 
meability as a 


than inactive trypsinogen and 
pan reatic 
visualized in reased 
result of the inflammatory 
reaction. It is possible, therefore, to opacify 
the entire pancreas and by this method to 
facilitate the adenomas; 


adenomas are not connected with the duct 


acinar 


due to per- 


Se arch for since 


system, the filling defect or negative shadow 


would locate such a growth: as e.g. in 


hyperinsulinism 


In 39 per cent of all cases, the accessory InvIN DeuTscu 


Nulacin 


A recent clinical study* of 46 ambulatory non- 
hospital patients treated with Nulacinf and 
followed up to 15 months describes the value of 
ambulatory continuous drip therapy by this 
method. Total relief of symptoms was afforded 
to 44 of 46 patients with duodenal ulcer, gastric 
ulcer and hypertrophic gastritis. 


The delicately flavored tablets dissolve 
slowly in the mouth (not to be chewed or swal- 
lowed). They are not noticeable and do not 
interfere with speech. 


WITHOUT HOSPITALIZATION 
AND GOOD TASTING, T00! 


Nulacin tablets are supplied in tubes of 25 

at all pharmacies. Physicians are invited to 

HORLICKS send for reprints and clinical sample. 
CORPORATION 

Pharmaceutical Division 


RACINE, WISCONSIN 


*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip 

Method in the Treatment of Peptic Ulcer, Am. J. Digest. 
Dis. 22:67 (Mar.) 1955 
1Mg trisilicate 3.5 gr.; 
Mg carbonate 0.5 gr. 


Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; 
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When you specify the Pfizer, antibiotic 
of your choice Stress Fortified with 
the B-complex, C and K vitamins 


recommended by the National Research 
* 

Council, be sure to write S | | 

on your prescription 


antibiotics Stress Fortified 
with vitamins include: 


Terramyecin-SE 


Brand of oxytetracycline with vitamins OF, A SF 
CAPSULES 250 mg 


Tetracyn-SE Sap 
Oral Map 
Brand of tetracycline u ‘th vitamins 202 ° 


CAPSULES 250 mg 


ORAL SUSPENSION (fruit flavored) SY } 
125 


5 mg,./5 ce. teaspoonful 


The minimum daily dose of each antibiotie (1 Gm. of 

Terramycin or Tetracyn, or 600,000 units of penicillin) 

Stress Fortifies the patient with the stress vitamin formula 

recommended by the Nationa | Research Council: 

Ascorbic acid, U.S.P mg 
ine mononitr 


"4 um pantothe ate 20 me 
Thiamine monor t 10 mg Vitamin By activity 4 meg 


Riboflavin Om acid 
Niacinamide 100 Menadione 

Pyridoxine hydrochloride 2 m (vitamin K analog) 20 
Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y 
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Bickham-Callander’s 


Just Published! 


Unparalleled—gives you every 
known operative procedure in 
the field—made magnificently 
clear by 2800 illustrations 


SURGERY of the ALIMENTARY TRACT 


by Richard T. Shackelford 


HERE IS WHAT EVERY SURGEON AND GASTRO- 
ENTEROLOGIST WILL WANT TO KNOW ABOUT 
THIS MONUMENTAL 3-VOLUME WORK: 


1. Operative technique is explicitly detailed for 
nearly 600 procedures in 150 disorders of the 
alimentary tract, liver, gallbladder, pancreas 
and spleen—including hernia. 


. The 2800 illustrations alone would serve as a 
marvelously useful atlas of technique. 


. Every known procedure in this field is described 
and evaluated — on the basis of Dr. Shackelford’s 
own experience or of authoritative reports in the 
literature. An operation of choice is always 
indicated. 


. Advantages and disadvantages of alternate 
procedures are specifically pointed out. 


. You are given a vivid picture of the essential 
pathology of each disorder—and told what 
lesions or diseases the various procedures are 
designed to correct and at what stage they 
should be used. Pitfalls and danger points are 
carefully pinpointed. 


. The salient points of the history and physical 
examination are briskly discussed. 


. Medical care is closely correlated with surgical 
care to give a complete picture of clinical 


management. 


. Anesthesia, pre- and postoperative care are 
clearly and effectively indicated. 


CONTENTS—Esophagus—Stomach and 
Duodenum—Liver—Galibladder and 
Extrahepatic Biliary Ducts—Pancreas— 
Spleen—Small Intestine—Peritoneum, 
Omenta and Mesentery—Coc!on—Ano- 
rectal Tract—Excisions of the Rectum— 
Hernia of the Gastrointestinal Tract— 
incisions. 


By RICHARD T. SHACKELFORD, M.D., Assistant Professor of Surgery 
Assisted by HAMMOND J. DUGAN, M.D., Assistant in Surgery, 
Johns Hopkins University School of Medicine. Three Volumes totalling 
2842 pages, 7x10", with 2800 illustrations on 1705 figures 
$60.00 per set New — Just Published! 


Onde W. B.SAUNDERS COMPANY + West Washington Square, Philadelphia 5 
Today! Please Send and Charge My Account: [] Easy Payment Plan ($3.00 per mo.) 


SURGERY of the ALIMENTARY TRACT (3 Volumes) $60.00 


Name 


Address 


602 
| 
| 
| 
| 
| 
| 


a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asm 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
® Cherry flavored ... pleasant and easy to take. 


@ Xylocaine Viscous has proved valuable in the 
**dumping"’ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose 
Cherry flavored for palatability. 


Supplied: In boltles of 100 and 450 «x 


Average Dosage: One tablespoonful, administered orally. 


Additional information available upon request 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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NOW PIPERIDOL ACTION 


for peptic ulcer painzspasm 


cholinolytic 


relief day and night’ 
WITH 

e minimal effect on bowel and bladder 
e normalized gastric secretion 


e normalized gastrointestinal tonus 
and motility 


*1 tablet t.i.d. before meals and 1 or 2 tablets at bedtime 


a stile ,PIONEERS IN PIPERIDOLS 6 
a Milwaukee 1, Wisconsin 
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The Kesitons offer two effective compounds 
for treatment of almost any diarrheal condi 
tion found in clinical practice. 

The RESIONS act by ion exchange to 
attract, bind and remove toxic materials in 
diarrheas caused by food or bacterial toxins, 
by prolonged use of certain drugs, and in 


the Resions ‘ener 


totally insoluble and non-toxic 
Resion therapy will control about 90% of 
common diarrheas 


... Specifics Reston P-M-S is intended specifically for 


rapid control of those rare diarrheas caused 


~ by Gram-negative organisms; to prevent see- 
in ondary bacterial infection; in mycotic diarrhea 
following the use of the broad-spectrum anti- 


bioties, and to inhibit the enteric growth of 


diarrhea 


time-tested, adsorbent effectiveness CONGO MAGIC 
dysentery 
Polyamine methylene resin 109 
inary Keston ther works 
Sodium aluminum silicate )9 A 
Magnesium aluminum silicate l 
and 


Bion, 


1 new formula providing antibacterials to combat bacillary and fungal vectors 


NATIONAL 


tach | contains the RESION formula plu 
Polymyxin-t fate t 
rntnaty ta f 
ra y xyDe j 


Dosage RESION tablespoonful hourl 


for 4 doses; then every 3 hours while 
iwake Resion P-M-S l tablespoontul 
hourly for 3 doses; then 3 times daily 


Supplied :Resion, in bottles of 4 and 12 
fluid ounces. Reston P-M-S, bottles of 4 fl.oz 


} 
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When summer drinks bring diarrhea... 


Cremosuxidine. 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


Philadelphia 1, Pa. 


Major ADVANTAGES: Has pronounced antibacterial action. Detoxifies and DIVISION OF 
adsorbs intestinal irritants. Soothes the mucosa. Tasty chocolate-mint flavor. | wERCK & CO., INC. 


Adult dosage: 144 to 2 tbsp. six times a day. Children and infants in proportion, 


E,DER ASPIRATING and EXAMINING TABLE 


For Gastroscopy, Esophagoscopy, Aspirating, Routine Examination 


The illustration at left shows the table in position for gastroscopy esophagos 
copy and general examination. The right hand picture shows the table 
adjusted for aspirating. Simple, smart and modern design with chrome finish 


and leatherette covering make this an attractive useful table 


W rite for Descriptive Literature 


EDER INSTRUMENT CO. 2293 Clybourn, Chicago 14, Ill. 


leer pain and other symptoms disappear ‘apidly”’ 


PRANTAL® 


anticholinergic 
with outstanding freedom 


from side effects 


Individualized therapy of peptic ulcer, pyloro- 
spasm, gastric hyperacidity and hypermotility, 
chering and chronic hypertrophic gastritis 
kor easily adjusted dosage . Prantat Tablets 
For eight hours’ relief 


with single dose PRANTAL REPETABS 


For acute episodes PRANTAL Injection 


1. Hoffmann, C. R Am. Pract. & Dige Treat 
4:464, 195 


Riese. J. A \ J. Digest. Dis. 2] -81, 1954 
PRanTtaL™ Methylsulfate, brand of diphemanil 
methylsulfate 


Rervetans,” Repeat Action Tablet 


— | 
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‘better palatability 
and freedom from 
constipating effects, 
dryness and 
astringency.’” 


Morrison, in treating a large series of patients 
with Maalox-Rorer, describes this better-tolerated 
preparation as “.,.a palatable, antacid, demul- 
cent, monconstipating colloidal suspension of 
magnesium and aluminum hydroxides, useful for 
the relief of hyperacidity.” 

This clinician concludes: “Magnesium alumi- 
num hydroxide gel is more palatable than alu 
minum hydroxide gel and better suited to the 
prolonged administration required for the antacid 
therapy of peptic ulcer and hyperchlorhydria.”! 

A well-balanced suspension, notable for its 
smooth texture and pleasant flavor, Maalox has 


gained remarkable patient acceptance, 


Supplied: in 355 cc. (12 fluid ounce) bottles. In tablet 
form, bottles of 100. Each tablet equivalent to 1 fluidram 


of the suspension. alumi 

yxide gel in the antacid 
therapy of peptic ulcer, Am. J. of 
Gastrotenterology 22:309 (Oct.) 1954. 


WILLIAM H. RORER, INC. 
Philadelphia 6, Pa. 


Samples sent promptly on request. 
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In bulk therapy... 
palatability is often the determining 
factor between success and failure 


The effectiveness of any hvdrophili colloid is directly pro 
portional to its palatability all other things being equal 
Mlementary though it may be, the principle bears repeating 


that no medication will work if your patient won't take it 


FORMULA, the original refined hydrophilic colloid, is 
unsurpassed for effectiveness. It is pleasant to take in cool 
water—literally defies detection in milk or the popular citrus 
juices And although L \. Formula goes into solution 
immediately it takes up to 10 minutes to gel. This allows 
even your slowest patient ample time in which to drink this 
smooth mixture 


Combine with palatability a noteworthy degree of effective- 
ness'? and a significantly lower cost to-patient and you have 
a preparation that demands investigation. Send for samples 
of L. A. Formula today. You’ll approach your cases of chronic 
constipation with a new confidence once you have tried this 


preparation 


1. Cass & Wolf: Gastroenterology 20:149, 1952 


2. C'antor: Am. J. Proctol. 3 1952 


FORMULA :90% Plantago ovata dispersed in lactose and dextrose 
AVAILABLE: 7 and 14 ounce containers at $1.25 and $2.25 
respectively 


Burton, Parsons & Company 
Washington 9, D.C. 


L.A. Formula 
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Gastric Hyperacidity: etiology 


People being people, envir« tal factor Free from constipation: Gelusil’s aluminum hydrox- 
tory to gastric hy racidity are hard to remove f ide component | specially prepared the concentra- 


when their role i early defined. But, the physician tion of aluminum ions is accordingly low; hence the 


has a sure simple—even pleasant—way of relieving formation of astringent and constipating alumi- 


the acid distress caused by num chloride is minimal 


¢ dietary indiscretion Free from acid rebound: Unlike soluble alkalies 


* nervous tension Gelusil does not over-neutralize or alkalinize. It main 


* emotional stress tains the gastric pH in a mildly acid range 


*« food intolerances maximum physiologic functioning 


* excessive smoking 
« alcoholic beverages Dosage tablets or teaspoonfuls two hours after 
, eating or when symptoms are pronounced. Each tab 
Gelusil promptly and effectively controls the exces 


; let or teaspoonful provides: 7'; ger. magnesium trisili 
di 


sive gastric acidity of “heartburn” and chronic indi 


> cate and 4 er. aluminum hydroxide gel 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag Available il Table 


nesium trisilicate with the pecially prepared slumi 1000 and 


num hydroxide gel fluidoun 


Gelusil’ 


WARNER-CHILCOTT 


—£#! 
a il 

ee of 50. 100 

5 G Liquid bottles of 6 and 1? 


